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The Annual Public Hearing of the Joint Legislative Study 
Committee on Aging was held in the Blatt House Office Building, Room 
101, in Columbia, South Carolina, on Wednesday, October l, 1986. 
The Hearing convened at 10:30 am. 
Representative Patrick B. Harris, Chairman of the Committee, 
called the hearing to order. At this time he welcomed everyone to 
the 20th Public Hearing of the Committee in his 17 years of service 
on the Committee. In his opening remarks, Chairman Harris recapped 
several pieces of legislation that passed which the Committee had 
worked on for many years such as the Death with Dignity Act and the 
Probate Code Reform. 
Following this 3tatement the members of the Committee and staff 
were introduced: Secretary, Dr. Julian Parrish, Columbia; Rep. 
Dill Blackwell, Travelers Rest; Mrs. Gloria Sholin, Hilton Head; 
Dr. Carlisle Holler, Rock Hill;· and Sen. Peden McLeod, Walterboro. 
Also in attendance but joining at a later time was Vice-Chairman, 
Rep. Dave Waldrop, Newberry; Sen. Bill Doar, Georgetown; and Sen. 
Isadore Lourie, Columbia. 
Chairman Harris also introduced the Committee staff members: 
Ms. Keller Barron, Director of Research, Miss Sherri Craft, 
Administrative Assistant and Mrs. Debra Blakely, USC Master's in 
'social Work Intern. 
At this time Chairman Harris requested that the written remarks 
from Tom Brown, Director Office of Program Management for the 
Department of Health and Environmental Control be entered into the 
record. (Appendix A). 
With these preliminary remarks, Chairman Harris called the first 
speaker. 
Rev. M. L. Meadors, Jr. 
S.C. Commission on Aging 
915 Main St. 
Columbia, SC 29202 
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Mr. Chairman, distinguished members of the Committee, I am very 
grateful for this opportunity to have the pleasure and privilege of 
presenting to the Committee for the first time our new Executive 
Director for the Commission on Aging. 
The Commission was very fortunate to have Ruth Seigler to accept 
the responsibility of being the new Executive Director. Ruth is 
experienced in working in state government. She understands the 
budgeting and legislative process. She has a very high energy 
level. She hit the ground running and has been busy ever since she 
came to work with the Commission, meeting with persons throughout 
the network. She has effective and efficient managerial skills. 
She is a team player. She works well with the Commission, the staff 
and I'm sure with your Committee. I simply want to thank you for 
the privilege of presenting her at this time. For the remainder of 
the Commission's report we will let Ruth be our spokesperson. 
Ruth Seigler, Executive Director 
S.C. Commission on Aging -3-
915 Main St. 
Columbia, SC 29202 
PRESENTATION OF THE S.C. COMMISSION ON AGING 
OUTSTANDING OLDER SOUTH CAROLINIAN AWARD-1986 
Good morning. Thank you. It's a real pleasure to have this 
opportunity. It's a day of firsts for me. 
The first item that I would like to do, and I'll stand to the 
side because this is an important activitiy for the audience as well 
as the distinguished Committee, to recognize the Outstanding Older 
South Carolinian for 1986. It is a person that happens to be a 
friend and a colleague of mine that I hold in very high esteem. 
This award was initiated by the Commission on Aging in 1971 to 
recognize an individual 65 and older who has for an extended period 
of years rendered distinguished service to the community, the region 
and the state. 
This person should provide service as a broad scope and its 
impact be beneficial to many. This person's individual character 
must merit the recognition. This year's recipient was nominated by 
the Council on Aging of the Midlands and the Central Midlands 
Regional Planning Council. And he is certainly imminently 
qualified. He has an earned Doctorate from Boston University, was 
the head of the Department of Biological Services at Boston 
University, and was the first occupant of the Shields-Warren 
Professor of Biology Chair. He had a distinguished career in state 
government as the Director of Health Affairs for the S.C. Commission 
on Higher Education. He has served as the president and advisor for 
the Federaton of Older Americans and has revitalized its publication 
The Senior Circle. One of his many current projects is the 
establishment of the Shepherd Center for the Columbia area. 
Please join me in recognizing Dr. George P. Fulton, the 
Outstanding Older South Carolinian for 1986. 
We have two awards to present to George. First the Outstanding 
Older South Carolinian Award for 1986. And the we have from Bethany 
College and the "With Wings As Eagles" Institute, the Eagles 
medallion for promoting the aging society and encouraging a positive 
attitude toward years of wisdom and integrity. 
Dr. George P. Fulton: Thank you all very much. I would like to 
thank all the individuals and organizations that are responsible for 
my being here and receiving this wonderful honor. 
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I think it's a very distinctive honor to have this happen before 
the Joint Study Committee of the Legislature. It gives cognizance 
and recognition to all of us older Americans and this important 
sector that is growing and needs nurturing. And I would like to 
commend this Committee for holding hearings such as this and Mr. 
Harris and all members of the Committee. I think I speak for all of 
us who are here in this. With respect to my award, I could not have 
done any of the things I may have done here in S.C. if it had not 
been for all the wonderful friends and colleagues that I have and so 
they are the ones who really deserve this award. 
Thank you very much. 
Chairman Harris commended Dr. Fulton on this award. "This award 
is well deserved and may be long overdue, but we do congratulate you 
and we're proud of you and look forward to working with you for a 
long time to come." 
S.C. COMMISSION ON AGING PRESENTATION 
Ruth Seigler, Exec. Dir. 
As I said earlier, It is a real exciting opportunity for me to 
have this day of firsts -- to give this award and .also to have the 
opportunity to talk with each of ·you. 
It was also a thrill to see the extensiveness of the agenda 
today. To see the interest of so many groups from across the state 
to come to Columbia and to share with all of us the interest and the 
concerns for aging. 
You have before you some materials. These· are materials that we 
have developed to provide the budget presentation which will 
ultimately be a legislative decision. We would like to share with 
you some of the concerns that we've outlined in the budget because 
the top two priorities have great implications for the aging network 
throughout South Carolina. 
I would like to call your attention at the break time to the 
population chart so that you can see the tremendous growth S.C. is 
experiencing in those 65 and older and especially in the citizens 
75, 85 and older. 
There will be more than 28 million older Americans by the 
2020. The baby boomers will be senior citizens by that time. 




we respond to the fact that the elderly population in S.C. is 
rapidly increasing and that state goverment must address the needs 
of this population. At present we have 345,000 citizens who are 65 
and older. This age group will be 11.2% of our population by the 
year 2000. 45,000 of those individuals are 75 years and older right 
now. If we compare these past generations of older South 
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Carolinians, we find that as a group, they are healthier, more 
educated, financially better off, and politically more active. We 
can divide the age 65 group into the young-old and the old-old but 
we must be mindful that great diversity exists within these 
populations. We have retirees in their condominiums on the Grand 
Strand. We have native South Carolinians who are pillars of the 
community even as they celebrate their 80th, 90th, and lOOth 
birthdays if you watch some of the television coverage of these 
outstanding citizens. 
But we also have isolated rural elderly who live alone who have 
grandchildren and children in far away, distant metropolitan areas. 
And then we have the nursing home patients whom we call the 
invisible elderly. As these images come to your mind, we must think 
about the needs of particularly the frail elderly or the old-old (85 
and older). Many of these are women who live alone and cope with 
three or more chronic health problems. If you look at the poverty 
rate for those who are over 65, some 25% of the elderly population 
live in poverty. S.C. is one of the top 9 in the nation for poverty 
among the elderly. Many of them have prepared for their retirement, 
however, regardless of their preparation, one of the most serious 
financial threats that they face is institutionalization when they 
are no longer able to care for themselves. 
One of the proposals that we would like you to give special 
consideration to is an Alternative Care Program for the Elderly. We 
are talking about in-home services for the elderly ~ho may not need 
immediate or imminent institutionalization but who may need in-home 
services prolong quality of life and quantity of life in their 
community settings. 
We are currently asking for 2.5 million budget funding this 
year. With the community-based services you will see in the handout 
that we are talking about some ~j~citizens who need some type of 
long term care. Approximately 17,000 of those are currently in some 
type of institution (the Tucker Center, Crafts-Farrow) and nursing 
homes in the state. However you are aware of the fact that with 
some new federal incentives, some of the nursing homes are being 
required to release some of the patients who are currently there. 
We are estimating some 800 patients will be discharged from nursing 
homes this year. So we must look at alternatives for caring for 
these individuals as well. Certainly the community long term care 
program has been significant in meeting the needs of many of those 
people -- some 5000 of them. But not all people in need of this 
service are eligible either because they are not income eligible to 
meet the Medicaid criteria or because they don't have enough health 
care problems to fit them into the category of needing intermediate 
or long term care. So we are talking about a program that would 
provide an enhancement of those chronically frail elderly in their 
home communities and we're proposing that this program occur through 
the Councils on Aging. 
The other priority that we have is to improve our system of 
understanding what is occuring in S.C. for the elderly and we are 
proposing a systematized computerized data collection system. So we 
are asking for budget consideration for this request as well 
($233,000). 
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FACT. Sn::ET 9/86 
SOUTH CAROLINA COMMISSION ON AGING 
'.'r 
The legislative mandate of the Co111I1ission is to: ''study, investigate, 
p 1 an and execute a program to meet the present and future needs of aging 
citizens of the state and to encourage and assist in the aevelopment of 
programs for the aging in count1es and municipalities.~ It is ursent that the 
Commission respond to the fact that the elderly population in 5outh Carolina is 
rapidly increasing and urgent for State Government to develop the programs to 
address the needs of that population. Tne Comrnission on Aging is committed to 
long range planning to provide a statewide strategy to meet the needs 
identi tied. This is major and we nave begun to clearly focus and concentrate 
our efforts toward this initiative. 
In South Carolina. we nave approximately 345,900 citizens who are 65 or 
older. This approximates 10: of our total population. Of the state's 
population, 45,785, or 1.1~ are 85 and older. lSee Chart A- S.C. Population 
Chart). In comparing these with past generations of older South Carolinians, 
we have ~~de tre~ndous strides in that they are, as a group, more 
active, Dettereaucated, healthier, financially Detter off, and more politically 
active. E.ven with these advances. the actual number of elaerly 1 iving in 
poverty and in needof supportive services continues to gro~. 
Esti~tes of the proportion of people age 65 
long term care range from about 11: to about 20:. 
of people 85 and over needing some kind of long 
about 35~ to 62:. 
and over needing some kind of 
Estimates tor the proportion 
term care services range from 
~hat is currently being done and what can be done to address tnis problem? 
If we use a moderate estimate of 15: of the population over 65 needing some 
kind of long term care, tnat trarslates into some 52,000 people. (See Chart 
C). About 17,000 of those are i nsti tuti on a 1 i zed in some type of 1 i censed 1 ong 
term care facility. That leaves about 35,000 people neeaing lons terrr. care 
services in the community. (See Chart D). 
The S.C. General Asser;;bly has funded a number of important i:lrosrams that 
have had a positive impact or. the older citizens in ~.C. Some of tncse incluae 
Community Lons 'ierm Care Program, a tax credit up to $30G for far;;ilies wnC;se 
ta~ily member is institutionallzed witn Alzheimer's Jisedse or related d1sease, 
hmas tc the Comrn1 ss ion on Asing to otter in-nome commum ty care fvr tne rra i 1 
elderly, tne MeC1cally lnd1gent Assistance Act, ana the ~tate Appropriations to 
matcn anc tc suppler;;ent the ::-eaeral Aging i='unds tor the Olaer Americans Act. 
C;tner significant legislation 1nciuaes tne Homestead ~xemot1on Act, passage of 
the Ur.itorr.: PreDate Coae, anc the Llving Wil1 Leg1slation. Tnese ;;ros;rams are 
making a difterence but tnere lS mucn tc b( done. 
All of the state agen.:ies invclvcd ir, meeting tne needs of tn~ elaerly 
mus! make concerted eftorts to coord1nate and ccllabcrate H1 oraer to ;:,est use 
the l1r.1tea resources that arc availatle. 
The State of S.C. nas made a ccr..r.;Hrnent to offer CO!:t effective ::crnfilunlty 
alternatives to 1ns:itut1onalization. he rr.ust immec1ately acaress pro9ran1s 
thdt otter, 
1. AGult Dav ~are 
2. ~esr-i te Care 
3. Hor.oer.:akerf:::>crsorla·l Care Services 
4. ~om£ D~l1verej Meals 
' ~ssentia1 Transocrtat1cn 
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1. In need of Institutional Care= 17 1 295 (5% of total) 
2. In need of Alternative Cor.munity Care= 34,590 (10~ of total) 
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Dolores V. ~acey, Chief of 
Social Work Service 
JOINT LEGISLATIVE STUDY COMMITTEE ON AGING 
CHAIRED BY PATRICK HARRIS 
Wm. S. Hall Psychiatric 
Institute 
P.O. Box 202 
Columbia, SC 29202 
Mr. Chairman, Members of the Committee and Concerned Citizens of South Carolina, 
My name is Dolores Macey and I speak to you in my capacity as Chairperson 
of the State Advisory Committee on Alzheimer's Disease and Related Disorders, 
formed in June 1985. We were given the task by the South Carolina Commission 
on Aging, to study the problems of Alzheimer's Disease as they relate to citizens 
of South Carolina and make recommendations focusing on problem resolution. 
Functions of the Advisory Committee include: 
1. Be an advocate for Alzheimer's Disease and Related Disorders for both 
the patients and their families, and keep abreast of issues affecting 
these persons. 
2. Recommend legislation needed in South Carolina to benefit patients 
and families. 
3. Assist in planning, implementing, and evaluating education and 
training activities for all target groups affected. 
4. Assist in establishing and maintaining Alzheimer's Disease and Related 
Disorders Support Groups throughout the state. 
5. Assist in establishing and maintaining a Respite Care Program. 
6. Establish two-way communications with related groups, organizations, 
and people concerned with Alzheimer's Disease and Related Disorders. 
The committee represents a cross-section of the state from health and human 
services as well as family members of Alzheimer's Disease patients. I have 
included a listing of the current membership as an appendix to this report. 
Why was the formation of this committee necessary? Alzheimer's Disease 
has been identified as the disease of the century. It affects 2.5-3 million 
people in the United States and an estimated 24,000-30,000 people in South 
-,_ 
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Carolina. Estimates of the cost of this disease to this country last year alone 
range from 25-50 billion dollars. It causes approximately 120,000 deaths per 
be 
year and is considered to~the fourth most common death in the United States . 
. 
What is Alzheimer's Disease? Alzheimer's Disease is a progressive organic 
brain disorder that usually affects people over the age of 65. I say "usually" 
because it is estimated that there are approximately 80,000 people under the age 
of 65 with the disorder. However, the only risk factor that has clearly been 
identified with this disorder at this point is advanced chronological age. While 
there are numerous hypotheses regarding the cause of the disease, including 
(1) slow-growing virus; (2) chemical deficiency; (3) genetic defect; (4) immune 
system defect; (5) build-up of toxic materials such as aluminium, no definitive 
risk factor other than advanced age can be identified. 
The disease is insidious and usually starts with minor memory loss and 
confusion. As the disease process progresses, the victim has difficulty with 
judgement and social skills, becoming unable to be employed or to perform home 
maintenance tasks. Physical problems eventually lead the person to be unable 
to walk, dress, bathe or feed himself. In the last stages of the illness, the 
person is completely bedridden, unable to recognize family, unable to speak and 
possibly being tube-fed and totally incapacitated and in need of twenty-four 
hour nursing services. 
Due to advances in medical technology, the proportion of the elderly in 
the general population will continue to rise. It is now known that the fastest 
population subgroups·growth in this country is in the age group over 80. Mortality 
rates are declining; a 65-year-old female in 1960 could expect to live 15.8 more 
years; by 1983 she could anticipate living an additional 19 years. The incidence 
of Alzheimer's Disease will surely increase. 
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South Carolina not only is experiencing growth in its elderly population 
due to longevity patterns, but also because of migration patterns. People are 
coming to our beautiful state because of climate and other desirable living 
features. We certainly are facing what has been described in some circles as 
an Alzheimer's Disease epidemic. 
There was indeed a need to have a group in our state to study Alzheimer's 
Disease. This committee has been active since its formation. Some of the 
highlights include: 
1. Provided support of the following Bill which was passed by General Assembly: 
A. To allow a nonrefundable state income tax credit of twenty percent, 
not to exceed three hundred dollars, for expenses paid by the 
taxpayer for his own support or support of another to an institution 
providing skilled or intermediate care. No credit is allowed for 
expenses paid from public source funds. 
House Number - 3218 
Senate Number- 778 (as amended). 
2. Provided assistance in planning the 1986 Aging Network Conference (held 
April 24-25) sponsored by the South Carolina Commission on Aging, which 
focused on Alzheimer's Disease and Related Disorders; 
3. Made available a booklet entitled "Understanding and Caring for the 
Person with Alzheimer's Disease" to Support Groups, Councils on Aging, 
Area Agencies on Aging and institutions; 
4. Conducted a statewide study on Support Groups; 
5. Produced a slide/tape presentation on Alzheimer's Disease and Related 
Disorders which is available to Support Groups, community groups, 
agencies, and churches; 
6. Participated in a presentation entitled "A State Initiative on 
Alzheimer's Disease" at the Southeastern Area Agency on Aging Conference 
in October 1985; 
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7. Presented an Issue Paper at the Public Hearing of the Legislative 
Study Committee on Aging in October 1985; 
8. Participated in the first statewide conference on Alzheimer's Disease 
in November; 
9. Investigated the feasibility of an Alzheimer's Disease Registry. 
Activities planned for the current year include formation of a nursing home 
subcommittee to make recommendations regarding long-term care for Alzheimer's 
victims, providing support for the second statewide conference on Alzheimer's 
Disease November 14, calling a meeting of representatives of the 22 support 
groups around South Carolina October 18, 1986. It is out of this meeting that 
we plan to begin the process of establishing statewide priorities and developing 
specific legislative recommendations. 
In closing, I encourage you to lend your support to our endeavors to 
find solutions to this dreadful disease that robs a person of all human dignity, 
that financially depletes a family's resources, that forces a family to endure 
a funeral that never ends. 
October 1, 1986 Dolores Macey 
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ALZHEI~ER'5 ADVISORY COMMITTEE 
SEPTEMBER 22, 1986 
1. MS. JEAN HUTSON, PRESIDENT 
ALZHEIMER'S SUPPORT GROUP 
511 OLD CHAPIN ROAD 
LEXINGTON, SC 29072 
PH: 734-1727 
BUS.ADD.: ADMINISTRATIVE ASSIST~, 
STATE AUDITOR'S OFFICE 
1122 LADY ST.-SUITE 700 
COLUMBIA, SC 29202 
.2. MS. BRENDA HYLEMAN. AREA ADMINISTRATOR PH: 577-0666 
COMMUNITY LONG TERM CARE 
BUSINESS & TECHNOLOGY CENTER 
1-335/701 EAST BAY STREET 
CHARLESTON, SC 29403 
3. DR. J. OBERT KEMPSON 
111 SOUTH EDISTO AVENUE 
COLUMBIA, SC 29205 
4. MS. DOLORES MACEY, DIRECTOR 
SOCIAL WORK SERVICES 
WILLIAM S. HALL PSYC. INSTITUTE 
SCDMH/2100 BULL STREET/P.O.BOX 202 
COLUMBIA, SC 29201 
(Committee Cha~rpersonl 
5. MS. MADGE MERRITT, PRESIDENT EMERITUS 
ALZHEIMER'S SUPPORT GROUP 
325 NORTH STONEHEDGE DRIVE 
COLUMBIA, SC 29210 
PH: 799-1535 CHJ 732-3000(0] 
BUS.ADD: DIRECTOR, ED & TRNG 
LOWMAN HOME 
P.O. BOX 444 
WHITE ROCK, SC 29177 
PH: 734-7042 
PH: 732-1887COJ 772-3539CHJ 
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800 Dutch Square Dutch Plaz 
Columbia, SC 29203 
THE STATE OF SOUTH CAROLINA 
STUDY COMMITTEE ON AGING 
BY 
SUE L. SCALLY 
VICE CHAIRPERSON 
S.C. COMMISSION ON AGING 
ADVISORY COMMITTEE ON ALZHEIMER'S DISEASE AND 
RELATED DISORDERS INITIATIVES 
Last year I appeared before you to present a legislative issues paper that had been 
developed by our State Alzheimer's Advisory Committee. This year, I am very 
pleased to come back to you to thank you for the support you gave those initiatives 
in last year's General Assembly. 
Act 472 of 1986 provides a tax credit for intermediate or skilled level nursing 
home care for up to 20% of the cost, not to exceed $300. Passage of this act gave 
a signal to families in South Carolina that their financial struggle to provide 
care for their family members in institutions was not going unrecognized and that 
the State was willing to provide some tax relief for their efforts. 
Section 174 of Part I of Act 540 of 1986 directed the Joint Legislative Health Care 
Planning and Oversight Committee, in conjunction with this Committee, to review 
state nursing home regulations, policies on health care financing and reimbursement, 
and policies on services to Alzheimer's victims in order to identify policy changes 
needed to improve care of these persons. In response to this directive, Dr. Dave 
"""""'""' 
Murday and his staff have prepared an excellent summary of the current status of ~ 
State policy and programs. Our committee strongly endorses the recommendations 
contained in that report. We will be working over the next few months to prioritize 
those recommendations in order to focus our advocacy efforts. 
As Dr. Murday documents in his study, the needs of Alzheimer's families are many 
and we must move on several fronts simultaneously: financial assistance and relief, 
service development, emotional support, education and research. We commend this 
Committee for your concern and leadership. We urge you to carefully consider 
Dr. Murday's recommendations as well as Ms. Seigler's previous request for community 
service funding and to proceed with implementation with a real sense of urgency. 
The numbers of affected persons--victims and family members--are growing geometrically 
with our aging population. Alzheimer's Disease is a national and state problem 
that will not go away; it demands innovative systems of health care and social 
services and a resolve to commit necessary resources. 
For your information, I am attaching a copy of the National Alzheimer's Disease and 
Related Disorders 1986 ''National Program to Conquer Alzheimer's Disease." * 
Thank you for your past and continued efforts to assist families affected by 
Alzheimer's Disease. 
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President Kay Jamerson-McDonagh 
Kay Jamerson-McDonagh 
SC Assoc. of Council on 
Aging Directors 
P.O. Box 832 
Sumter, SC 29150 
south Carolina Association of council on Aging Directors 
As President of the S.C. Association of Council on Aging 
Directors, I appreciate the opportunity to appear before you today 
to present the testimony on behalf of 38 of the 46 Councils on 
Aging throughout the State. Councils on Aging are a part of the 
network created by the Older Americans Act and State legislation to 
serve the needs of the State's older population. Councils on Aging 
along with Area Agencies on Aging and the S.C. Commission on Aging 
have been assessing needs, planning and implementing services, and 
delivering in-home, supportive and nutritional services throughout 
the state for over a decade. We realize that our remarks would 
have a greater influence coming from older persons in need 
themselves or through your personal visit to the homes of older 
persons. Since that is not possible today, we hope we have done 
the next best thing by bringing slides as examples of the points we 
int::nd to make. 
Each of you have played an important part in the success of 
aging programs in South Carolina and in the lives of older persons 
through your diligent efforts on this committee. We thank you for 
your past involvement and we look forward to working with you in 
the future to continue improving life for older persons in South 
Carolina. Through your efforts and those of the State Legislature, 
the S.C. Commission on Aging, Area Agencies on Aging, Councils on 




older persons have had great success in the past. Through the 
network, health and wellness programs in Multi-purpose senior . 
' centers have been created statewide producing preventative pro~rams 
for seniors so that they stay healthier and thus, less likely to 
become dependent on state or federal benefit programs. Housins 
projects have been constructed that replace sub-standard living 
conditions for elderly and provide a supportive, safe living 
environment. Self-help groups have been created involving 
thousands of senior and other volunteers helping frail or impaired 
elderly in their homes thus saving countless tax dollars. over 
3,925 volunteers worked in the network last year producing a dollar 
value of $786,000. Employment and training programs have been 
initiated to train, re-train, or place older persons in income 
producing employment or in changing careers. Direct services have 
been provided to thousands of older persons who would probably have 
been placed in institutions, many of whom would have required 
assistance from already over burdened benefit programs. In fact 
more than 51,000 older persons are scheduled to receive help [rom 
the network this year in direct service programs. 
The success of the network has been difficult and does not 
promise to get any easier in the future. Decreasing funds for 
services, increases in the older population, more impaired clients 
at home as a result of changes to Medicare regulations, influx of 
more older persons into the state for retirement, and increases in 






the urgency of our appeals to you today. 
In addition, We are not meeting the current needs of the 
population of older South Carolinians. According to statistics 
prepared by the S.C. Commission on Aging, over 19,000 older 
persons are not being served who need help in at least three of the 
routinely accomplished things that you and I do every morning. 
That means that only half of the people that need help are 
receiving it. A 50% grade when I was going to school was a 
flunking grade. With the help of you and the General Assembly, the 
network can narrow the deficit. 
We feel, therefore, that we should have one priority facing us 
and that is to establish a policy and practice in South Carolina 
for aging programs that both addresses the current needs of the 
older population and prepares us for the future explosion of aging 
persons. We must play both catch up and preparation for the future 
in the same game. We need your help and everyone else's help if we 
are to succeed. Our intentions are to help South Carolina meet our 
responsibilities for our citizenry in the confines of the reality 
of stressed state and federal revenues. 
Inorder to accomplish this goal, Councils on Aging in South 
Carolina are asking your support of two efforts: 
1. Permanent designation of Bingo tax revenue to the Aging 
network for the provision of community services; and, 
2. Increased authority in State legislation for coordination 




Aging, and Councils on Aging. 
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Permanent designation of the Bingo tax revenue would increase 
the States current commitment to the Community Services program to 
approximately 2.6 million dollars. This commitment is an increase 
from the existing $250,000. We support the efforts presented by 
the Commission on Aging to increase the state's support of the 
community services program and feel that the bingo tax revenue 
would be an excellant resource for permanently establishing a 
funding me~hanism. Other states have been extremely successful in 
. 
establishing a long range commitment to aging services through 
similar arrangements utilizing entertainment (leisure) taxes, or 
paramutual betting, or similar devices. we have obtained a copy of 
the Pennsylvania Commonwealth's legislation for their lottery 
as an example. A copy of that legislation is attached to this 
testimony.* Our association also commits itself to assisting you 
and your staff to produce appropriate legislation to be submitted 
next legislative session. 
Secondly, we feel the mandate from the Older Americans Act 
for the State Unit on Aging to plan, coordinate, and implement 
services for the states older population would be greatly enhanced 
through the strengthening of its authority for coordination of 
services. State legislation should m ~date that planning and 
delivery of all aging services should be provided in association 
with the aging network in South Carolina and in particular the S.C. 
Commission on Aging, Area Agencies on Aging and Councils on Aging. 





Th~s does not mean that all funds for aging services must flow 
through the network or that all programs must be delivered by the 
network. It does however mean that any agency providing services, 
funding, planning etc. for older south Carolinians must work with 
the network. Statistics, reports, funding amounts, proposed 
services, etc., must have a single place where the overall state 
plan comes together. Otherwise duplication of effort, duplication 
of services, and the potential for waste in money will remain. The 
time is at hand and of the essence for all of us in South carolina 
to have a long term commitment to a policy for aging which can only 
come about through a coordinated effort and a single authority. 
Councils on Aging in South Carolina continue to grow, mature 
and have a more significant impact on the lives of older persons. 
we have had inspiration and a renewed dedication to our purpose 
through the recent appointment of new leadership at the Commission. 
We are grateful for the foresight and commitment the new leadership 
brings. And we are proud to be a part of the excitement and 
inevitable positive changes to take place in the network. With 
your help we will establish the long overdue policy and unite all 
forces concerned with the state's older population. We will meet 
the challenge of the present and the future. 
Thank you very much. 
Kay Jamerson-McDonagh 
President, SC Association of Council on 
Aging Directors 
Sumter County Council on Aging 
P. 0. Box 832 
Sumter, SC 29150 
(803) 773-5508 
Fletcher Spigner 
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By: Fletcher Spigner, Executive Director 
Council on Aging of the Midlands 
October 1, 1986 
I do want to express my sincere appreciation for this opportunity to 
make a few comments. I am here today to advocate for older people and 
to advocate for older people. 
My name is Fletcher Spigner, and I am the Executive Director of the 
Council on Aging of the Midlands, located here in Columbia. The Council 
on Aging was chartered in 1967 to serve senior citizens, and today it 
boasts the state•s largest operational budget among all aging service 
organizations. I feel that we have been leaders in providing many services 
to older people at the local level through many successful and creative 
ventures, and we have done this with the tremendous support of our Area 
Agency on Aging, the Central Midlands Regional Planning Council, and 
through the existing state agency network of services to older Qeople. 
I told you last year that I believe that the number one issue facinq 
the aging program in South Carolina is what I call "effort, energy, and 
enthusiasm dilution." I still believe this, but what I want to do first 
here today is advocate for an essentially disenfranchised group of frail 
older people living in their own homes without the services they need 
to live out their lives in dignity. 
Let•s consider just one county, Richland County, which demographically 
more or less can represent the entire state. 
There are 36,000 persons 60 years of age or older in Richland County. 
8,200 are 75 years of age or older, and 30% of the 75+ population are poor, 
and 30% live alone. 
1 of 3 
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The older we become, the more likely we are to die alone and in 
poverty. The older we get the frailer we become. Because of the 
nursing home bed shortage, some older people receive needed in-home 
services, and many do and die without them. 
We are not painting an extremely serious problem because one 
does not exist now. However, in five or ten years,if our caring State 
and its local communities do not continue shifting more and more energy 
and resources to addressing the needs of frail, homebound older people, 
then we will have a serious problem to deal with. 
In Richland County alone, 4,105 people have received a home visit 
to determine their needs. 3,200 of these older people need some kind 
of assistance, including but not limited to transportation, food 
preparation assistance, housekeeping assistance, bathing assistance, and 
dressing assistance. Of this number, 1,500,or almost half, are not 
getting one or more of these services that they need. Many go without 
hot baths or showers; do not get to the doctor when they need to; seldom, 
if ever, eat hot meals; lie around the house in the same night clothes 
day after day; and generally live in clutter and dust. 
By the end of this fiscal year, we estimate that we will have identified 
an additional 500 people who need but are not getting services, brinqinq 
the total of these essentially disenfranchised, frail older people to 
2,000. By the end of fiscal 87-88, we will have identified an additional 
600 persons who need but are not getting these services, bringing our 
total to 2,600 persons in Richland County alone who are not living quality 
lives because services are not available to them. 
As these people become older and more frail,the number of services 
they need will increase, and we are going to have a very serious problem 
2 of 3 
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in five or ten years if more and more energy and resources are not 
directed toward this disenfranchised frail population • 
I have said that we have an 11 effort, energy, and enthusiasm 
dilution 11 in this State. We have no fewer than six to eight major 
state agencies expending tremendous amounts of energy on behalf of 
older people. This fragmented effort by our State hurts the aging 
program very badly and just about has to be the most inefficient way of 
serving the most rapidly growing segment of our population • Therefore, 
I am recommending your serious consideration of a single State agency 
to administer services to older people, and I am recomm~ndinq your 
serious consideration of a great new abundance of money to meet the 
needs of this growing population 
We would correct a number of problems if a single state agency 
were designated and substantially funded to meet the needs of our 
state's senior citizens. There would no longer be a lack of coordinated 
leadership at the state level, where now only tunnelvision views of 
problems affecting older people exist. Each other agency, despite any new 
leadership initiatives the Commission on Aging might undertake, is 
concerned about its programs and services, and because of the fragmentation 
of effort, energy, and enthusiasm across the state, these agencies have 
become very frustrated in trying to meaningfully coordinate their efforts. 
It is a set up, in my opinion, of the new administration at the Commission 
on Aging to continue subtly supporting a fragmented system. 
If there is one action that would unify our collective efforts, it 
would be to establish a single state agency. And if there is one action 
that would substantially strengthen our collective efforts, it would be 
to direct more and more resources to this essentially disenfranchised 
group of older people, ever seriously growing in number, and magnitude 
of need. 
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~RSTIMO~ OF CI~IDY S. MCINTEE 
COLUMRIA n~RAN LRA~UB 
Cindy S. Mcintee, Proj. Dir 
Columbia Urban League, 
Legal Services for the 
Elderly 
P.O. Drawer J 
Columbia, SC 29250 
T,P.r.l\TJ SF:~VICES FOR TJ:JE BLDERLY PROGRAJI.1 
The Columbia nrban League's Legal Services for the Elderly 
Proqram provines free legal services for the elderly in in 
the Central ~~idlands Region. We provide legal services for 
oersons aged sixty {nO) and over in civil matters. We draft 
legal ~ocuments, arlvise and counsel clients, and provide 
renresentation in administrative proceedings. During the 
nast year we have provided direct legal assistance to over 
300 persons and provided legal workshops for over 400 
nersons. Without our service the majority of the senior 
citizens would not have obtained legal representation because 
they lack the necessary funds since they are living on fixed 
incomes. Recause we deal with the elderly on a daily basis 
we are able to learn of many of the problems that they are 
confronted with. 
nne of the major concerns for the elderly is the ability to 
obtain the necessary funds so that they can remain self 
sufficient. Recause of these concerns we are committed to 
helpinq seniors maintain and acquire governmental benefits, 
including ~ocial·~ecurity Retirement and Disability. As you 
are probably aware, South Carolina is one of the states in 
which the ~ocial ~ecurity Administration has an attorney 
oresent at its hearings to re?resent the Administration. It 
is therefore, crucial for the person who has been denied 
henefits to have legal representation. Legal representation 
may many times he the key to securing an income that is 
sufficient to nrovide for the basic necessities of life. 
me are increasingly concerned about the atrocious living 
conditions that the elderly are relegated to when they suffer 
from domestic ahuse. Although the State has systems in place 
to Protect the elderly many of them are not aware of the 
orotection that the law can provide. It is essential for us 
to speak out loudly and clearly about the crimes that are 
being perpetraten on grandmothers and grandfathers in our 
communities ann let them know that physical and emotional 
abuse will not be tolerated. Unfortunately because of the 
lack of awareness many seniors live in fear, not knowing that 
others are suffering as they are. 
The elderly are also the victims of countless frauds. They 
are oftentimes easy prey for the con artist as well as the 
unscruoulous husinessman. senior citizens have been been 
0efrauded in the areas of insurance, land, home improvements 
an~ consumer qoods. Many seniors are hesitant to take legal 
action aqainst nersons when they are the victims of fraud. 
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we must let them know that there are methods for dealing with 
peoPle who willfully take advantage of them and they should 
leqally pursue action to prevent the spread of fraud. It 
should also be made clear that the state of South Carolina 
will punish persons who victimize the elderly. 
~he sc ~eneral Assembly is to be commended for its passage of 
the Probate Cone. It should help to ease many of the 
problems that the elderly confront when they must deal with 
the administration of the estate of a loved one. 
TTnfortunately many seniors do not realize how important a 
will is and their spouses and/ or children become embroiled 
in a terrible family and financial situation upon the death 
of the person. Me are continuing our efforts to provide 
information about the problems of intestacy to the seniors in 
this area. 
Continuinq education is also needed to make the elderly 
POPulation aware of the need for a Power of Attorney. Most 
People will become incapacitated before their death and need 
the services of a trusted family member or friend to handle 
their affairs. Many times people do not seek an attorney's 
assistance before they become incapable of executing a Power 
of Attorney and because of that they must address the 
cumbersome battle of having a Committee appointed by the 
court. ~his problem is of special concern to people who are 
afflicted with Alzheimer's Disease. 
More and more we are confronted with the problems of a senior 
citizen who needs help in obtaining a divorce. Because we do 
not handle divorces and Legal Services only handles a limited 
number of divorces these people are trapped in an unfortunate 
situation. Besides the mental anguish that normally 
accompanies a divorce they have the financial burden 
trying to secure a lawyer with their limited funds. 
times the seniors are stuck in the situation because 




r·re are pleased that our state has made a commitment to 
Providinq legal services to the elderly and has passed needed 
leqislation such as the new Probate Code, the Landlord-Tenant 
bill and extension of the Homestead Exemption. Unfortunately 
their are many seniors who go without legal representation 
when trying to secure governmental benefits, divorces, wills 
~nd deeds because they lack the resources and we lack the 
resources to meet the needs of so many people. We must 
remain committed to those persons who have built our 
communities, our towns, cities and state and provide them 




Dr. Parrish - Ms. Mcintee, one question. Would you explain to this 
Committee the extent to which the Urban League does or 




- We are affiliated with the Central Midlands region. 
We are a part of the service providers under the 
Central Midlands Regional Planning Council. So we are 
a part of the aging network. 
- You are not in isolation. 
- No. We work closely with the Councils on Aging 
throughout Richland, Lexington, Fairfield, and 
Newberry Counties. 
-28-
TO: Joint Legislative Study Committee On Aging 
Jean Buck, f4SW 
Greenville Hospital System 
701 Grove Rd. 
Greenville, SC 29605 
.._.... ~-
FROM: Upstate Social Workers Concerned With Nursing Home Placement 
For The Elderly 
We respectfully request your attention to the following concerns: 
NURSING HOME PLACEMENT FOR MEDICAID PATIENTS 
Conflict over Medicaid reimbursement has been going on for some time. As a 
result, Medicaid nursing home placement in South Carolina has become increas-
inly difficult. Nursing home placement has been impossible for some Medicaid 
patients. Some South Carolina residents have been placed in nursing homes 
in other states or in areas distant from their homes and families. This can 
be emotionally and financially devastating to the elderly and their families. 
$25 Medicaid Personal Allotment 
This allotment, originally designated for incidental needs of nursing home 
patients (hair cuts, laundry, etc.) has not been adjusted since it was established 
years ago. Cuts in Medicaid coverage since that time have forced families to 
use this allotment to fill gaps in Medicaid coverage, especially for medications. 
This has resulted in unreasonable financial burdens on families of Medicaid 
nursing home patients. 
PATIENTS WITHOUT RESPONSIBLE PARTIES OR FAMILY SUPPORT 
As previously stated, Medicaid nursing home patients' expenses often exceed 
the $25 personal care allotment. Nursing homes can not be expected to absorb 
these expenses. Families or responsible parties usually must agree to pay 
the patient's expenses over the $25 before a Medicaid patient can be admitted 
to a nursing home. There are no provisions for patients without responsible 
parties or to assist families unable to bear this financial burden. This 
makes placement of this segment of the population virtually impossible. 
As you can readily see,these problems present major obstacles to efficiently 
planning for our elderly citizens. We invite your close consideration of 
these identified problem areas, and will be glad to assist you in any way 
possible. 
September 17, 1986 
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We, the undersigned, support the presentation of the attached problems related 
to the elderly for your consideration. 
i u 
' \ I . 
September 17, 1986 
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We, the undersigned, support the presentation of the attached problems related 
to the elderly for your consideration. 
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Rep. Blackwell - Ms. Buck, I have been looking at your statement as 
you read it and I noticed the signatures on it and I 
noticed that you are saying that nursing home 
placement has been impossible for some Medicaid 
patients. And signed to it are the names of some 
folks representing certain nursing homes that won't 
even take Medicaid patients even though the beds have 
been allocated to them under certificate of Need 
program. Now you're coming in here telling us that 
there are problems. Do you have any solutions for 
Ms. Buck 
us? What do you want us to do? You folks won't take 
patients. How can we do anything but send them out of· 
state? 
- I think what I'm tring to do is just to make you 
all aware of some problems we identified. We didn't 
try to find reasons for it or to place 
responsibility. These were just problems that we 
identified and we were hoping that possibly a study 
group could be established to look into these. We 
don't have recommendations. We just see the problems. 
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William Bradley, Ombudsman 
·· ~ --Go..v Offi ce-Hea 1 th & Human 
··"- ....... . 
Servlces-
1205 Pendleton 
Columbia, SC 29211 
Mr. Chairman, members of the Committee - Thank you for allowine, 
me to present a few of my concerns to you. I have several 
issues that I would like to bring to your attention today. 
Through the hard work of this Committee, the Living Will 
was passed during the last legislative session. As you 
will remember, one of the provisions of this act was to require 
that one of the witnesses had to be an Ombudsman or a person 
designated by the State Ombudsman. You may be interested to 
_know that this has been a good provision as we have had cases 
where our office was called to notify that a patient wanted 
to sign a Living Will; however, when my staff arrived at the 
facility and had conference with the patient, we were told 
by the patient that they did not want to sign the will. There 
have been many patients who did want to sign. We have witnessed 
approximately 40 wills and they represent all classes of people. 
It took several years for it to pass the General Assembly. 
However, our experience tells us that it was the correct thing 
to do, especially from the standpoint of the elderly. 
The next item that I would like to discuss is the need for 
more Medicaid nursing home beds. Last year, Representative 
Blackwell, you remember, legislation was introduced to free 
up beds; however, because of the Health Care Association, 
the legislation remained in committee. This legislation is 
needed. Why the Association will not support this is a mystery. ~ 
Only last week I was informed that a home, which has all of 
their beds certified for Medicaid, yet has ten (10) empty beds, 
-33-
Page 2 
we were informed that these are private pay beds. Folks, 
there is something wrong here, when there are many Medicaid 
patients waiting on beds. I urge you to help relieve situations 
such as this. There are other facilities also holding beds. 
There is a si~ilar type situation with hospital swing beds. 
Approximately 240 beds are certified to accept Medicaid patients; 
however, only approximately 25 beds have been utilized. If 
these beds are not going to be used, then the Health and Human 
Services Finance Com~ission should transfer these funds to 
where they could be used for new Medicaid beds. 
Another area that has caused great concern and resulted in 
our office and probably yours to receive many calls, is the 
criteria that the Health and Human Services Finance Commission 
is using to determine levels of care for nursing home patients. 
I met with several of the Finance Commission staff concerning 
this problem; however, I do not see much progress on getting 
the situation corrected. I will be the first to acknowledge 
that patients need to be reviewed and those who do not need 
nursing care should not be there; however, the criteria that 
is currently being used is more strict than is required by 
federal regulations. This has been acknowledged by the Finance 
Commission. Patients are being forced to go to boarding homes 
that do not have the ability or the staff to give the care 
that is required by most of the discharged patients. It would 
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appear that the criteria needs to be more lenient until the 
boarding home study currently being conducted is completed. 
I recommend that this Committee contact the Finance Commission 
and request the Level of Care criteria be amended to prevent 
patients from being transferred to inadequate facilities. 
Another factor that is affecting the boarding home situation 
i~ the De~artment of Mental Health in their quest to lower 
the census at State Hosuital and Crafts-Farrow by placing large 
numbers of patients in these facilities. The combination of 
these two factors has placed a burden on these facilities that 
is an injustice to the residents. 
Both the Level of Care reviews and the discharge of the mental 
healch patients are needed; however, too much is happening 
at the same time. There needs to be better coordination between 
the agencies. Another agency that has been affected by the 
above plans is the Department of Social Services. As you are 
probably aware the optional supplement budget of D.S.S. is 
under-funded. 
The Adult Protective Services legislation needs to be amended. 
The staff of D.S.S. and I plan to submit draft legislation 
to you that will amend the Adult Protective Services statute. 
During the past several months, there have been situations 




permission for the operation. The situation remained unresolved 
until the patient's condition became life-threatening. Then, 
the physician performed the operation. This type of situation 
needs to be corrected -- patients should not have to wait until 
their lives are threatened before receiving the needed medical 
treatment. 
There is also a need to amend the section of the code as it 
relates to exploitation. The current statute is vague and 
most difficult to enforce. 
Many states have a statute that is commonly referred to as 
the Receivershi~ Law. There are times when a nursing home 
does not meet federal standards which results in the patients 
having to be moved to another facility. When a state has a 
Receivership Law, the state appoints a person or group to operate 
the facility until new operators can be brought in or until 
the problems are resolved. This statute would prevent patients 
from being moved. 
The last item I would like to discuss is the loss of federal 
funds that has caused our Volunteer Ombudsman Programs to be 
discontinued in all but one area of the state. Programs in 
Anderson, Greenville, Spartanburg, Richland and Lexington were 
not renewed this year. In the past; our office has received 
funds from the Commission on Aging to fund a part-time staff 
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person in these areas. Most of these programs were funded 
with carryover-funds from the C.O.A. It would take approximately 
$30,000.00 to reinstate these local programs. I realize this 
is a very austere year; however, I would hope that somewhere 
funding for these programs could be found. Having Local Ombudsmen 
has proven to be a most worthwhile Program. I have in my hands 
a petition signed by many people attesting to the need for 
the Local Programs. I might add this petition was spontaneous 
and not solicited by our office. 
Thank you for letting me express a few of my concerns. 
Attachment* 
*On file in the office of the Committee 
---.., 
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Rep. Waldrop - Back up and restate what you stated that the 
hospitals are not cooperating. Is that what you're 
saying? 
Bradley ~ Yes sir. They are not admitting patients when 
being asked to admit patients. These are the small 
hospitals that have been certified to handle Medicaid 
persons and yet they are not admitting them. In July, 
11 patients were billed to the Finance Commission and 
in August, 12 patients were billed. So out of 239 
beds, 33 were used. 
Holler - Do we need legislation or do we need some 
authorization from a superior? 
Bradley - I'm not sure that I can give you an exact answer, 
but I would assume since these hospitals sign a 
contract with the Finance Commission, I would hope 
that through that contract something could be worked 
out. I don't think you have to legislate everything. 
Since they do sign a contract I would hope we could 
work something out through the contract. 
Rep. Harris - You gave a figure of 649,000 new dollars that they 
are asking for this purpose. 
Bradley - Yes sir. That is in the current budget you will be 





- The problem is specifically for Medicaid. So 
Medicare for the elderly is not a problem? 
- Well, that is a whole new ballgame. Medicare is 
almost nonexistent so far as nursing home payments are 
concerned anymore. Medicare only pays the full cost 
of the first 20 days and then starting on the 21st 
day, the deductible is $61.50 and come January the 
deductible is going to be $71.50 which is 
approximately $30 more than our statewide average. In 
all due respect after the 20th day, Medicare is 
absolutely no use to the people in South Carolina. 
- So we have a problem insurance-wise as well as with 
hospitals. 
- Yes sir. The federal government through their magic 
formula that they have, they continue to raise the 
cost to be admitted to a hospital. You have to pay a 
deductible of $542 and that's going up. So Medicare 
is nonexistant as far as I'm concerned in serving the 
needs of elderly in Long Term Care facilities other 
than paying doctor visits once a month. 
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Rep. Waldrop - Are you stating that the nursing home association is 
not cooperating with you. 
Bradley - I didn't say the Nursing Home Association. I said 
the Finance Commission who sets the criteria. 
Rep. Waldrop - Earlier you mentioned Mr. Lee's name. Would you 
retract that or go back to it. 
Bradley - What I said was that last year when the legislation 
was introduced by Rep. Blackwell to where we could 
withdraw unused Medicaid Beds, in other words, the 
legislation basically said that homes could choose the 
number of private pay patients they wanted and that 
would free up the Medicaid beds that we had 
certified. That legislation did not get out of 
Committee because the Health Care Association was 
opposed to it and Mr. Lee is their Executive Director 
and Randy knows that and I'm not faulting Randy. As 
Executive Director, he is following his orders but I'm 
saying that the Association does not want the 
legislation that Rep. Blackwell introduced· and that I 
feel like it would help relieve some of the Medicaid 
situation because we, DHEC, could reallocate 
Certificates of Need and let people have additional 
Medicaid beds. 
-39- Johannah Gold 
Site Manger 
P.O. Box 283 
Mt. Pleasant, SC 29464 
Good morning, I am Johannah Gold. First let me apopogize for 
not being on time. I got lost. So that's why I'm late. One of the 
main things I learned in school if I didn't learn anything else is 
to be on time. Please accept my apology. 
I will read the letter I submitted to the Committee along with 
the letter written by Richard Jones, Mayor of Mt. Pleasant. 
Ms. Keller H. Barron 
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Johannah G. Gold 
Site Manager 
P. 0. Box 283 
Mt. Pleasant, South Carolina 29464 
September 4, 1986 
Joint Legistative Study Committee on Ageing 
P. 0. Box 11867 
Columbia, South Carolina 29211 
Dear Ms. Barron: 
I am concerned about the Senior Citizens who are alone all day until their 
loved ones return from their daily occupations. These Seniors should have 
some place to go every day, and be supervised, and by doing this the families 
could be more productive on their jobs, knowing they are cared for. 
This will require a central location where both groups can meet. The Active 
Seniors will be required to spend four hours; the others will stay from nine 
to five, five days a week. 
This will require staff members, a van with a lift; we also need appropriations 
from the Town of Mt. Pleasant for expenses. Some cities do not include the 
Senior Citizens in their yearly budget; but after all we are taxpayers too. 
Also during the Summer months, you can also get students from the college 
majoring in Gerentology to get involved in the uplifting of our Senior Community. 
Thank you for your help, because I feel sure you will help us reach our greatest 
potentials in the years to come. Looking forward to hearing from you soon, 
concerning this matter. 
Sincerely yours, 
Johannah G. Gold, Site Manager 
cc: Clyde Dangerfield, State Representative 
Mayor Richard L. Jones 
-..._ 
RICHARD L. JONES 
MAYOR 
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September 10, 1986 
Ms. Keller H. Barron 
Director of Research 
Joint Legislative Study Committee 
on Aging 
P.O. Box 11867 
Columbia, South Carolina 29211 
Dear Ms. Barron: 
SEP 111985 
OFFICE OF ntE MAYOR 
PosT OFFICE Box 7 45 
MOUNT PLEASANT. SC 294164 
The Town of Mt. Pleasant's Town Council and I 
am deeply concerned about our Senior Citizens. 
We currently provide our Senior Citizens with 
a facility, with heat and air, that will handle approx-
imately 75 comfortably. They meet three times a week. 
The Town has been furnishing a vehicle to pick up many 
of the participants. Mrs. Joan Barnes has worked very 
closely with our program. She currently provides a 
supervisor and a driver for this program. 
The Town of Mt. Pleasant gives the senior Citizens 
S125.00 per month towards the purchase of food to help 
feed our citizens. 
We seriously need assistance to help provi4e a 
Van that can bring our Senior Citizens to this center. 
As you are aware, the financial restraints that 
are placed on government are tremendous. We are re-
questing that your committee look at supplying the 
needs of transportation of our Senior Citizens. · 
If we cannot bring our citizens to these centers, 
how valid is any program if the individuals. cannot 
attend? 
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Ms. Keller H. Barron Sept. 10, 1986 
Director of Research 
Joint Legislative Study Committee on Aging 
We realize your job is tremendous but we would 
appreciate any consideration you could give us. 
We have some dedicated individuals wpo contribute 
greatly to this outstanding program. 
If I can be of any assistance or ~ou need 
further information, please contact me. 
CC: Joan Barnes 







TOWN OF MOUNT PLEASANT 
~ 
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Now the Town of Mt. Pleasant has only provided a car which can 
only bring five seniors to the center at a time. We really need a 
van so that we could get all our seniors there and they can 
participate. 
Now they said they'd give us $125.00 and they did. But not 
until after I went to the Town Council and let them know that I had 
served 2511 without any help except what the senior citizens 
themselves provided. I made them understand. I motivate them in a 
way that they did'nt have to stay and wait for something to help 
us. We were trying to help ourselves and that's what we did. And 
this $125 was only given to us July 1st. The only thing the town 
gave us was facilities but can you imagine a senior at the door 
around 10:30 in the morning and the outside is already 100 degrees 
and she can't come in and she has to trek all the way back home. 
It's pitiful. It's heart rendering. Not only that, we have to 
share that facility with the others in the community. We have a 
frigidaire in there. If we leave anything for the next day, anybody 
who uses that facility overnight, they take it away from us. Over 
the weekend, if they use anything over the weekend, we just don't 
find it there on Monday. 
Now what we really need more than anything else is a van to pick 
up all these ladies at the same time. You can imagine, I leave my 
house at 8:00 in the morning and I don't get back until 4:00 in the 
afternoon. All that is volunteer for these ladies and I wish you 
would look into this. I would appreciate it because we really need 
help. And one of the things I have explained to them is that just 
because they are senior citizens, it doesn't mean they have to get 
in a rocking chair and wait for the inevitable because that's going 
to come anyway. Try to help yourself and if you try to help 
yourself, I'm quite sure others will help you. Thank you. 
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Dolores '•lilkie, Community " 
Lonn Tem Care 
Health & Human Services 
Finance Commission 
P. 0. Box 8206 
Columbia, SC 29202-8206 
~ 'ro THE JO:nlr I..BiiSIATIVE STODY ~ al .HiiR; 
Oc:t:dJer 1, 1986 
Dolores F. Wilke, Director, Divisioo of CcmDmity Ialg Teim care 
S.C. State Health am lbDan Se!:vices Finance Camri ssioo 
P.epresentati ve Harris and members of the Study Ccmni ttee on Aging, thank you 
for your continuing support of the Ccnm.mity Long Teon care Program. I 
appreciate this opportunity to testify as a representative of the S.C. Health 
or.d Human Services Finance Camri.ssion about the present status and future 
directions of the Ccmnunity Long Teon Care Program (CL'n:) and other related lorcg 
tenn care issues. 
The major thnlst fer the CL'n: Program in FY 85-86 was directed toward 
implementing the new hare and ccmnunity-based waiverd services, enrolling 
c'!.ients in the expanded t-1edicaid eligibility category, and resolving issues 
rr:lated to the catq?lexit"] of the CL'n: federal waiver, under which the program 
c~ates. 
During the year, one hur.dred new providers of hare and camruni ty-based 
services were enrolled and trained. CL'n: service managers received extensive 
trair-..ing in level of care determinations and case-management as related to the 
new services. OVer 14,000 persons who applied for !1edi.caid-spcnsored long ter.n 
cc.re services were screened, and ever 5300 persons received case rnanagerrent and 
ctl':er hare and carm.mity-based services under the CL'n: Program. 
Extensive efforts were made to build relationships and coordinate services 
wit."l other agencies and prograiTls which serve the elderly and disabled 
p:;pulations. CL'n: strives to utilize the waivered services to fill in gaps in 
the service system and not to supplant or duplicate services. Infozmal 
caregivers and service providers including the family, churches, civic clubs and 
other volunteers are given assistance and encouragement to provide as much help 
and support to clients as possible before CL'n: services are authorized. 
Tr.is fiscal year will be devoted to evaluation, fine tuning, and plamring 
f~ture directions fer the program. Quality assurance, utilization review, 
provider developrent and cata rrana.gemen.t are targeted areas to l::e refined. The 
w<::.i ver must be rene<Ned by October 1, 1987. Therefore, staff will also be 
concentrating on the work required to assure that a new waiver is granted by t.~e 
Eealth Care Financing Administration. 
There is expected to be a short fall in our service dollars in t.ns fiscal 
yt-~ar. CL'n: served the maximum population pennitted under the waiver in the last 
fiscal year and is expected to do the same this year. Increased service dollar 
funds and operating funds for the service Il"al".agerrent contract have l:een 
rLquested for FY 87-88. 
The second area I would like to bring before you is the need to establish a 
mandatory pre-admission screening program for all persons entering nursing 
heroes. Comnunity Long Tenn care currently screens all persons who apply for 
.r.ledicaid-sponsored long tenn care. During this screening, the individual is 
al:isessed by a service manager and a detennination is made as to whether or not 
the individual 100ets the level of care criteria for Medicaid. If the individual 
IOOets the criteria, he is infonred of cannunity services and other assistance 
which could be available to him if he chooses to remain in the camrunity. The 
individual is also infonred of the services available in the nursing hare and is 
offered the choice of entering the nursing hcr.e or remaining in the camnmity. 
There is also an option of entering a nursing hare for a specific period of tilre ---.._ 
for rehabilitation or intensive treatment with the option of returning to the 
-
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ccmm.mi.ty when his condition improves or support services can be put in place. 
If this option is chosen , CL'IC will 'WOrk with the family and ccmnunity to pave 
the way for the individual's return to the ccmnuni ty. 
Persons who enter the nursing hare as private pay, Medicare or other payrrent 
source and who have not applied for Medicaid do not have these options presented 
to them. When these persons exhaust their firJancial resources and apply to 
convert to Medicaid, they are given the option of rem:~ining in the nursing hate 
or returning to the ccmnunit:";. ~ver, it is difficult to assist these 
individuals in returning to the camuni. ty when in many instances their hare 
ar.d/ or belongings have been sold or their apartment relinquished, and their 
conmunity support system has dismtegrated. Possibly I admission to the nursmg 
hane could have been delayed or prevented if the indi. vidual or their family 
could have received assistance prior to adndssion. 
In many cases these individuals have been detenni.ned ineligible for Medicaid 
sponsored long teJ::m care because they do not meet the level of care criteria • 
wren this happens it is tratnnatic for the patient ar.d the family. 
The results of a recent study of persons screened during 1985 by CL"n::, who 
hc.d applied for Medicaid sponsorship in a nursing hane and were converting fran 
private pay or other paym:nt source, showed that out of 2511 persons who 
converted to Medicaid, 2262 converted within the first three years of admission. 
Of these, the average length of stay before conversion was 163.5 days. 
A screening program for all persons seeking long term care services 
regardless of their expected payrrent source could help many of these individuals 
de:lay or avoid entering the nursing hate. Their resources might last longer if 
u,.;y remained in t.."le cammri. ty, with case management and other hate and 
ccnmuni.ty-based services, thl:LS delaying the need for ¥.edicaid sponsorship of 
t:r.eir care. fust current providers of CL'n:: hane and ccmnunity-based ·services 
'WOuld be able to serve the private Fay population. Case management could be 
offered on a fee-for-service basis· by CLTC. 
Legislation is needed to .inq:>lement this mandatory pre-admission screening 
for all persons. I \<VO\lld like to request that the Study Carmittee work with the 
HESFC and other interested parties to .introduce ar.d pass this legislation during 
the ne.'<:t legislative session. Eight other states including Georgia, Illinois, 
Ir.diana, Minnesota, Nevada, New Jersey, Virginia anc! Dc::laware have mandatory 
pre-admission screening for all persons. In sare of these states the individual 
r~-uesting long tenn care screening, pays the cost of the screening. This would 
orfset the increased cost for .in1plementing a mandatory pre-admission screening 
fer all persons. The direct cost for a screening would be between $60 to $75 
per person. 
The third area I \<VOUld like to address is the need for developing and 
.inplementing funding alternatives for financing long tenn care services in South 
carolina. In trying to plan a continuum of care for the frail elderly and 
disabled, the first problem that one faces is the lack of dollars available to 
expand services or eligibility. 
The majority of persons with long tem care needs in South carolina 
eventually look to Medicaid to pay for their long tem care services. In 
audition, the demand for long term care services is also increasing. The fact 
that the South Carolina Health and Human Services Finance Camtission administers 
the Medicaid Program and the Social Service Block Grant Program gives it a vi tal 
interest in instituting funding alternative in a time when both state and 
federal dollars are tight. 
We would like to request that the Study Ccmnittee on Aging work with Health 
and Human Services Finance Ccmnission in establishing an ad hoc study ccmnittee 
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dedicated to canpleting an in-depth study of long tenn care ftmding alternatives 
end mechanisms for i.mplarenting those alternative or programs which "WOuld be 
feasible in South carolina. 
I appreciate the opportunity to present this infoz:mation and the concems of 
our agenC'J to you. '!he Health and Human Services Finance Carmi.ssion is 
cannitted to working with this Study Carmittee and other concerned bodies in 








CONVERSIONS FROM PRIVATE PAY TO MEDICAID 
(3 Years or less) 
Days under Private pay Percentage Cumulative Percentage 
30 days or less 28.8% 28.8% 
31-60 days 14.0% 42.8% 
61-90 days 9.9% 52.7% 
91-180 days 12.8% 65.5% 
181 days - 1 year 20.4% 85.9% 
Over 1 year 14.1% 100.0% 
Average = 163.5 days 




CONVERSIONS FROM PRIVATE PAY TO MEDICAID 
(5 Years or Less) 
D~vs under private pay Percentage Cumulative Percentage 
30 days or less 27.5% 27.5% 
31-60 days 13.4% 40.9% 
61-90 days 9.4% 50.3% 
91-180 days 12.3% 62.6% 
181 days - 1 year 19.4% 82.0% 
Over 1 year 18.0% 100.0% 
Average = 218.8 days 






CONVERSIONS FROM PRIVATE PAY TO MEDICAID 
(No Limit) 
Davs under private pay Percentage Cumulative Percentage 
30 days or less 25.9% 25.9% 
31-60 days 12.6% 38.5% 
61-90 days 8.9% 47.4% 
91-180 days 19.6% 67.0% 
181 days - 1 year 10.4% 77.4% 
Over 1 year 22.6% 100.0% 
Average = 373.9 days 
s~mple Size = 2,511 
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Rep. Blackwell - So you would say to them "We really don't think you 
need to go in but if you want to spend your money 
instead of going to a motel, you're welcome to go." 
Wilkie - And we'd like to put some type of a penalty. If 
you're going to convert to Medicaid within 6 months 
or 1 year, you could not convert to Medicaid within 
that period of time. 
Rep. Blackwell - Because you're spending resources that you really 







- We would like that penalty but people would have 
the choice if they'd want to enter or not. 
- What happened about that federal audit that I think 
they found about 100 ineligible and they were trying 
to get some money back. As a consequence of that I 
noticed they were attempting to move the number of 
people out that they found weren't qualified. What 
is the status on that? 
- We are still fighting them taking the money back. 
We're still going to lose some. We're trying to 
whittle it down some. The inspection of care is 
going in and looking at all clients in a nursing home 
and doing a level care decision. These are the 
people that Bill was talking about that have been 
discharged back to the community because they didn't 
meet the criteria. Right now there is over 100 that 
have been found that way. I would expect that for 
the first 6 months there will be large numbers of 
people that are found and there will be large numbers 
of appeals and it's going to be a problem. Once the 
inspection of care team gets through their full cycle 
in 6 months, there should not be this large number of 
people out there that have been in and are now 
ineligible. There will still be occasional people 
but it will not be this huge number that is now 
happening and being sent into the system that's not 
there to take them. 
- The point occured to me that your agency probably 
ought to draw up that legislation. That is a very 
complicated piece of legislation you're talking about 
and it needs the insights that evidently you would 
have more of than any group around this table. And 
I'm sure that we could take a look at what you do and 
work with it a whole lot better than we could dream 
up what you have in your mind. 
- The staff and Ms. Barron will work with you on that 
legislation, Ms. Wilkie. 
~ 
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PRESENTATION: MEETING THE NEEDS OF THE MENTALLY ILL ELDERLY 
. 
TO: JOINT LEGISLATIVE STUDY COMMITTEE ON AGING 
BY: GERIATRIC SPECIALIST ADVISORY COUNCIL, DMH 




Beckman Mental Health Cent. 
P.O. Box 70 
Greenwood, SC 29646 
CONCERN NO. 1 INTENSIVE CARE FACILITY BEDS FOR THE MENTALLY ILL. 
BASED ON INPUT FROM OUR COUNCIL MEMBERS REPRESENTING THE COMMUNITY MENTAL 
' CENTERS THROUGHOUT THE STATE, IT IS CLEARLY SUBSTANTIATED THAT MOST ICF BED 
. 
RESOURCES ARE EITHER CRITICALLY LIMITED OR NONE EXISTENT TO ACCOMODATE THE 
APPROPRIATE PLACEMENT OF THE MENTALLY ILL ELDERLY PATIENT. FOR EXAMPLE, IN 
ONE AREA ALTHOUGH LICENSURE INFORMATION INDICATES AN EXCESS OF 68 ICF BEDS, 
57 MEDICAID PATIENTS WHO ARE MENTALLY ILL ARE WAITING FOR PLACEMENT. IN ADDI-
TION, IT APPEARS WHEN SUCCESSFUL PLACEMENT DOES OCCUR THE PATIENT'S LENGTH OF 
STAY IS SO SHORT TERM (AVG. 10 DAYS) THAT THEIR CONDITION (WHICH HAS ALREADY BEEN 
DETERMINED TO REQUIRE INSTITUTIONALIZATION) WARRANTS THEIR PLACEMENT.-INTO 
THE MENTAL HEALTH FACILITY OF CRAFTS-FARROW STATE HOSPITAL INAPPROPRIATELY. 
THE ABOVE CONDITIONS, COUPLED WITH REGULATORY LIMITS OF 3rd PARTY PAYORS 
WITH REGARD TO COST OF NURSING HOME CARE FOR THE DEMENTED (ESPECIALLY THOSE 
DIAGNOSED AS ALZHEIMER'S DISEASE) HAS PLACED EXTREME BURDENS ON THEIR FAMILYS 
AS WELL AS THOSE SERVICE AGENCIES EXPECTED TO BE RESPONSIBLE FOR COMMUNITY CARE 
PROGRAMS AND REDUCING INSTITUTIONALIZATION OF THE MENTALLY ILL ELDERLY. THUS, 
WE STRONGLY RECOMMEND THAT THE JOINT LEGISLATIVE STUDY COMMITTEE ON AGING 
CONSIDER THE FOLLOWING: 
1. REVIEW THE ICF BED AVAILABILITY CONDITIONS FOR THE MENTALLY ILL ELDERLY. 
2. CONSIDER THE POTENTIAL AND PLAN FOR MODIFYING THE 3rd PARTY PAYOR 
RESOURCES OR A SPECIAL FUNDING PROGRAM FOR DEVELOPING THE NEEDED BEDS 
AND A METHOD FOR INDIGENT SU~PORT. 
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3. EXPLORE METHODS OF UPGRADING MENTAL HEALTH CONSULTATION RESOURCES TO 
MORE EFFECTIVELY PROVIDE PROFESSIONAL SUPPORT AND PATIENT MANAGEMENT 
CONSULTATION TO THOSE NURSING HOME FACILITIES WITH THE MENTALLY ILL 
ELDERLY PATIENT. 
CONCERN NO. 2 DAY CARE PROGRAMMING FOR THE MENTALLY ILL ELDERLY 
OUR EXPERIENCE WITH THEMENTALLY ILL ELDERLY HAS CLEARLY DOCUMENTED THAT 
' 
THEIR PRIMARY CHARACTERISTICS OF BEING INEPTLY DEPENDENT, WITH MODERATE TO 
SEVERE CONFUSION, AND POORLY ORIENTED TO BASIC NEEDS ACHIEVEMENT, AND MINIMAL 
FAMILY SUPPORT OR RESOURCES FIND THEMSELVES IN A LOWER FUNCTIONING STATUS WHICH 
HAS IN MOST CASES PRECLUDED THEM FROM BEING DIRECTLY OR EXTENSIVELY INVOLVED IN 
THE USUAL COMMUNITY RESOURCES DESIGNED FOR THE ELDERLJ. THIS SITUATION 
SUGGESTS THE NEED FOR THE DEVELOPMENT OF THE FOLLOWING: 
1. DAY CARE PSYCHOSOCIAL PROGRAMS WITH ELEMENTS THAT SPEAK TO ISSUES OF 
THE ELDERLY PATIENT'S MANAGING BASIC CARE NEEDS, ADJUSTING TO AND USING 
COMMUNITY SOCIAL SUPPORT SYSTEMS AND PROGRAMS. CONNECTING TO AND MAIN-
TAINING THE NECESSARY MEDICAL SERVICES AND LEARNING HOW TO BE AS 
INDEPENDENT AS POSSIBLE. (PRESENTATION OF MODEL PROGRAM IN LEX. CO.) 
2. BOARDING HOMES THROUGHOUT THE STATE THAT CAN FACILITATE REHABILITATIVE 
AND STIMULATING OR COMFORTING ACTIVITIES IN ADDITION TO MAKING THE 
APPROPRIATE COMMUNITY CONNECTIONS. 
3. HOMEBOUND PROGRAMMING AND PROFESSIONAL SERVICES AND/OR TRANSPORTATION 
TO THOSE IN NEED TO ACCESS THEM TO COMMUNITY RESOURCES. THESE ISSUES 
ARE VERY CRUCIAL TO THOSE IN THE MORE RURAL AREAS IN THE STATE. 
THE FUNDING NEEDS FOR THESE PROGRAMS INCLUDE: A) DEVELOPING MECHANISMS TO 
PLACE THESE PATIENTS IN BOARDING HOMES; PAY FOR ACTIVITY THERAPIES WITHIN 





B) ESTABLISH MECHANISMS FOR FUNDING A DAY CARE SYSTEM INCLUDING STAFFING, MEALS, 
FACILITY AND OTHER OPERATING EXPENSES. C) ESTABLISH MECHANISMS AND SOURCE OF 
FUNDS TO SUPPORT AUXILIARY PROFESSIONAL SERVICES NECESSARY TO MEETING THE 
. BASIC NEEDS OF THE ELDERLY. D) ESTABLISH MECHANISMS TO FUND CRISIS AND 
RESPITE CARE OPTIONS DESIGNED TO DIVERT PATIENTS FROM INSTITUTIONALIZATION. 
THE GERIATRIC SPECIALIS~COUNCIL APPRECIATES THE OPPORTUNITY TO EXPRESS 
~. 
' 
THESE CONCERNS AND NEEDS TO PROVIDE AS BROAD A BASE AS POSSIBLE IN GIVING 
EACH MENTALLY ILL ELDERLY PERSON THE MAXIMUM BENEFIT OF OUR EFFORTS AND RESOURCES. 
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J. Randal Lee, Exec. Dir. 
SC Health Care Association 
1122 Lady St 
Columbia, SC 29201 
I do apologize for not being here this morning but I did have 
another meeting. Senator Doar can verify that I was there and not 
at the golf course today. 
Before I begin my remarks I feel compelled to address the 
remarks of an earlier speaker. Mr. Bill Bradley, State Ombudsman 
alluded to the fact that the Health Care Association kept 
legislation in a Committee. I want to set this Committee straight 
as to this fact, I do not vote in this General Assembly and I have 
never voted to keep a piece of legislation in this General 
Assembly. I have talked to the Chairman of that Committee and he 
feels that an apology is in order to his Committee members and feels 
that Mr. Bradley has insulted his Committee. And before I begin I 
wanted to get that straight. And if he does not understand why we 
did not support this legislation then he did not listen to me last 
year. 
-----
PRESE!'ITATION TO THE JOINT LEGISLATIVE 
STUDY ro,!MI'!TEE ON AGING 
by: J. Randal Lee, Executive Director 
South Carolina Health care Association 
Mr. Olairman, Y.embers of the Comni ttee : 
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I speak to you today on behalf of ninety-seven nursing hazes in the State of 
South Carolina and I represent appro:x:i.Imtely 9, 000 of our state's long tenn care 
beds. Over the past thirteen IIDnths I have had the pleasure of serving as Executive 
Director of the South Carolina Health Care Association. 'r'rlis has been quite an 
experience for roo and with the help of TIBny of the persons appearing before you 
today I have learned quite a lot about long term care in the State of South Carolina. 
I am not here today to tell you that we have a perfect system, but I am here to tell 
you about sene things that I feel that are very positive. The long term care needs 
of the elderly in South Carolina are being root by state facilities, by my rrembership, 
by ca.nnuni ty long term care and by other programs that have been developed by the 
General Assembly of this state. We have roan to inprove but I su.1::mi. t to you today 
that those individuals receiving care fran this state and fran our rranbe~hip are 
receiving quality care that is unmatched anywhere in the united States. I am very 
proud of my Associll:tion and its membership and the gains that we have made in the past 
year in the area of peer review and in other areas that directly affect quality care. 
Through efforts of our State Qnbudsnan and the State Licensing Board for Nursing 
Hare Administrators those instances, if any, when problenE do arise are dealt with 
swiftly and justly with the patients' well being placed above all else. I am here today 
to ask for but one thing - and that is increased funding and priority funding for 
long term care of the elderly in South Carolina. I am not speaking about the rate of 
payment per patient day but of the need to increase the number of Medicaid beds in the 
State of South Carolina, which can only be accanplished through increased funding. 
Leaders in the State Health and Human Services Finance Cbmmission and legislative 
leaders have made the statement throughout the past year that they feel our current 
reimbursement contract is fair. I subrndt to you that if this is a true statement it 
would be inpossible to expand Medicaid nursing h<Ee services without increasing the 
overall budgetar; allocation. Last year the Health and Human Services Finance Cannission, 
according to my infonnation, spent all of the IIDney given to them by the General 
Assembly for nursing home beds for the indigent in this state. Until such tire as 
the General Assembly, the Finance Comnission and the Lepartment of Health and Enviromoontal 
Control, in unison, approve new construction for 1\<Edicaid beds and new funding for 
Medicaid beds, no other mandated piece of legislation will solve the bed shortage. You 
can only buy those services and those amJUilts of services that the budoaetary allocation 
will allow. Our population that needs these types of services is rapidly increasing. 
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For several years now there has been no increase in funding and there has been 
a IIDratorium on new ~icaid bed construction. 'Ibis cannot continue if '\\e are to 
~t the denands for these services and if we as citizens and legislators of this 
state are to provide those services which our elderly and other needy citizens 
rightfully deserve. 
7ve have in the past year seen a great deal of state IIDnies poured into our state 
prison system. Much of this has been caused by Federal court order. Surely 
we would never reach the point that the elderly of this state should be denied 
nursing hane care, conmmi ty long tenn care, meals on 'Wheels, or any other services 




SC Older American Volunteer 
Projects 
402 E. McBee Ave. 
Greenvill~, SC 29601 
Beverly W. Lomax, representing the Older American Volunteer Program Assoc. 
The Older American Volunteer Programs consist of the Foster Grandparent 
Program, Senior Companion and Retired Senior Volunteer Programs. The Older American 
Volunteer Program Association consists of project directors and associates who 
meet together to discuss concerns and to exchange ideas for program enhancement. 
In the state of SC, there are twelve Older American Volunteer Programs. 
I would like to share with you at this time a little information about each of 
the OAVP programs. 
Foster Grandparent program. There are three FGP programs in SC serving Aiken, 
Barnwell, the Midlands, and the Low Country. Grandparents must be 60 years of 
age or older. They must meet income guidelines to qualify and are expected to work 
20 hours a week with children who have special needs. The Grandparents receive a 
free physical annually, transportation or reimbursement for travel, free meals, 
insurance and a stipend of $2.00 an hour. In SC our Grandparents are known for 
their work with retarded you~h, but are now branching out to more community 
based services as with headstart, working with special children in the public 
schools, and with troubled teenagers. Currently 47 Foster Grandparents work 
through the SC Department of Mental Retardation and three are being placed with 
SC Department of Youth Services. Although these state agencies contribute support 
to the Grandparents in the form of meals, physicals, and some transportation, 
there is no doubt that the state receives a comparable amount in services, if not 
more. If the state had to pay minimum wage for the 88,520 hours these volunteers 
give each year, it would amount to $279,790. Statewide there are 64 Foster 
Grandparents providing 161,008 hours of service annually. 
The Senior Companion in Orangeburg and Calhoun counties operate similarly to 
the Foster Grandparents program in that volunteers receive a stipend. Instead of 
children, the Companions serve frail elderly citizens. Though we seem to hear 
so much now about providing services to prevent institutionalization, Compa.1ions 
have been working in the area of long term care since 1976. Companions 
serve in adult day care centers, with the majority of the Comapanions caring for 
2 people daily in the client's home. Again keeping individuals out of instituions 
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OAVP - 2 
as long as possible. Today there are 60 Companions, serving 62,400 hours annually. 
The 8 Retired Senior Volunteer Programs serve 12 counties: York, Spartanburg, 
Charleston, Dorchester, Berkley, Colleton, ~orence, McCormick, Newberry, 
Greenville, Richland and Lexington. Volunteers 60 years of age and older, are 
recruited to work in non-profit agencies. Volunteers are currently working in 
the crucial areas of literacy, in-home care, crime prevention, juventle 
delinquency, nutrition and health care. Through the Retired Senior Volunteer 
Program, volunteers are assisted with travel and meal expenses. Insurance is 
provided for all volunteers. Again benefits are offered through the OAVP 
programs to help volunteers overcome barriers that may otherwise prevent them 
from volunteering. Through the Retired Senior Volunteer Program, 4066 volunteers 
serve annually, contributing 677,080 hours to local community needs. 
Whether you are speaking of FGP, SCP or RSVP, we believe that our programs are 
effective in human terms as well as cost effective. Our volunteers live healthier, 
fuller lives because of the work they do. It is not unusual to hear a volunteer 
remark that their volunteer work gives them a purpose in life. Also through the 
services that our volunteer provide, individuals are able to remain in their homes 
and not be institutionalized. Let's say one-fi"fth of the older people served by 
Senior Companions are kept out of nursing homes and that 5 more are kept home 
because of RSVP volunteers, that's approximately $432,000 saved if we used a 
modest figure of $1200 a month per nursing home patient. And what about the value 
of the number of tutors joining the fight against illiteracy or the health 
education, fitness programs conducted by volunteers which contribute to 
preventive health measures? What about the knowledge and skills that thes:e 
volunteers have to offer in technical and management assistance to our local 
non-profit agencies? Think about the social services the volunteers offer 
through local agencies that otherwise may have to turn citizens in need away. 
Consider how much richer we all are because of the interaction of old and young 
in some placements? 
Though our number of volunteers continue to increase and the array of services 
provided to communities by volunteers greater, some of our progress is stifling 
for lack of local funds. All of the OAVP programs a provided a certain portion ~ 
of funding through federal dollars from ACTION, with a requirement for local match. 
Some projects have lists of volunteers who need travel reimbursements in order to 
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serve, still other projects experience high staff turnover due to inadequate 
salaries and support staff. Efforts are hampered to expand to other.areas 
such as to rural areas because of travel expenses. The last time our programs 
received an increase in OAVP funding was in 1980. Part of· ACTION's increase in 
funding was to help start a new RSVP project in the state. Unfortunately, this 
project fai'led within the fi'rst year when no other sponsor could be found that 
could undertake the matching of the grant. The project was lost to Georgia. 
In our Associat1on, we are facing the same realities that other agencies are-
we are expected to provide increased services with the same or less money. Private 
contributions and local dollars are being stretched to cover many areas. Gramm-
Rudman and its affects are still lingering. We realize that we need to explore 
other options for additional funding for our projects. State funding is one 
possibility that comes to.mind·and may be appraoched in the future since there 
are some projects throughout the country that have state funds earmarked for OAVP 
projects. Georgia & Alabama being two such states. There are some projects that 
are funded totally by funds other that federal dollars from ACTION. 
Again this may be an alternative we may.pursue in the future since we feel 
strongly that by funding senior volunteers, there will be an impact on a number of 
social issues ranging from public education to long term care for the elderly, 
from child abuse to health education, from mental retardation to juvenile 
delinquency and many more. What distinguishes our programs from all the rest is 
that we view the older person as the service provider and, in turn, our communities 
benefit from the experience and time these volunteer give. 
Thank you. 
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'- Thank you for this opportunity to appear before the Joint 
Legislative Study Committee on Aging. My name is Vera Vincent 
and I serve as the Chairman of the South Carolina State Legis-
lative Committee for the American Association of Retired Persons 
(AARP). AARP has over 185,000 members in the state of South 
Carolina. 
Earlier this year, the AARP South Carolina State Legislative 
Committee conducted a survey to determine legislative concerns 
o_f members of AARP chapters and AARP retired educators' units. 
As a result of the survey, the State Legislative Committee 
(SLC) has identified six major legislative objectives for 
1987 which I would like to bring to your attention. 
o Restrain the rise of health care costs in South Carolina 
through publication of hospital rates, rate review 
procedures, and other appropriate means. 
o Delay institutionalization of frail elderly by 
establishing a statewide community services program to 
include such features as home health care, 
transportation, homemaker services, home-delivered meals, 
respite care, adult day-care and financial incentives. 
o Assure Medicare and Medicaid recipients access to health 
care services and facilities without discrimination. 
o Provide pre-admission screening for long-term care 
services and information on available community-based 
alternatives. 
o Provide an increase for retired state employees and 
teachers who have been retired the longest in making 
post-retirement benefit adjustments. 
o Increase the homestead exemption allowance for elderly horne 
owners from $20,000 to $30,000. 
It gives me much pleasure to point out that two priorities 
of the past few years, the revision of the Probate Code and 
the Death with Dignity Act, \vere passed by the legislature 
in the last session. We wish to express our appreciation 
to the members of this Joint Study Committee for introducing 
the legislation and for your interest and assistance in the 
passage of these bills. 
-62-
~~ 
Health Care Cost Containment 
1. Our first priority, restraining the rise of health care 
costs, is of major concern to the elderly, and, in fact, to 
all South Carolinians. Last year the costs were held to a 
lower rate of increase than for the past several years. We 
feel that this was due to less inflation, of course, but also 
to some good legislation and to a nationwide demand of the 
citizens, led by twenty-two million AARP members, to hold 
down the costs. However, we are again seeing major increases 
in some areas. 
The committee's first recommendation is that hospitals should 
be held to a target rate that is reasonably in line with the 
general inflation rate in our state. Our second recommendation 
is to develop a comprehensive health care data collection 
system that provides information useful to consumers and 
purchasers of health care. The cost, price, and quality data 
from a variety of health care providers should be collected. 
At a minimum, consumers need to have good information on 
price and quality for hospitals, physicians, and nursing 
homes. Our third recommendation is to develop a competitive 
health care system. The system must contain mechanisms for 
cost containment if competition fails. 
We, the members of AARP in South Carolina, see cost con-
tainment as the single most important factor determining 
the quality of our health care. 
Community-Based Long Term Care Services 
~-4. Our priorities, 2 thru 4, relate to long term care. 
South Carolina has set up a state-wide program for Medicaid 
recipients. The program offers pre-admission screening for 
recipients and persons who could shortly become dependent 
upon Medicaid. Case management, various therapies, respite 
and adult day care, and other non-institutional services are 
also available. The state's program is comprehensive and 
an excellent use of Medicaid funding and Medicaid's horne and 
community-based services waiver. 
Unfortunately these services are not, for the most part, 
available to non-Medicaid recipients. The Association ad-
vocates making these services available to all elderly 
persons, on a sliding fee scale basis. A sliding fee scale 
would allow the elderly of all income levels access to a 
wide range of long term care services. 
----
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Quite often the frail elderly, even if they do have the 
resources to pay for their own care, do not know how to 
access the long term care system. In addition, they 
often do not know which services would be most useful. 
To reduce the difficulties in accessing long term care 
services, South Carolina should set up local points of 
entry into the sjtem. 
Our goal is to set up a state-wide long-term care program 
for all of the elderly. However, we recognize that we may 
have to begin with a pilot project in several counties. 
Such a project would enable the state to determine the 
best methods for extending long-term care services to the 
non-Medicaid population. A state appropriation of $250,000 
for the past two years has allowed for a beginning of this 
project. 
The services that are most important to development of a 
good long-term care system for private paying clients are 
pre-admission screening, case management, and respite care 
services. Without proper screening and case management it 
is very difficult for the elderly to manage the services 
they need to remain at home. Respite care helps family 
care givers, who deliver 80% of long term care, to keep 
the frail elderly at home. We need to facilitate and 
support these efforts. 
Post-Retirement Benefit Adjustments for Retired State 
Employees and Teachers 
5. Another of the priorities for 1987 is to provide for 
an increase for the ~etired state employees and teachers 
who have been reti=ed the longest in making post-retirement 
benefit adjustments. I know that other groups speaking 
here todav will address this issue; therefore, I will not 
go into any detail in my testimony. 
Homestead Exemption 
6. The State Legislative Committee is very much concerned 
with increasing the homestead exemption allowance for 
elderly homeowners from $20,000 to $30,000. The reassess-
ment of property and the levying of higher and higher property 
taxes have made the present homestead exemption most inadequate 
for elderly people. The AARP maintains that increasing the 
homestead exemption is the best means for delivering property 
tax relief to older citizens since the overwhelming majority 
of the elderly are on a fixed income. This is a very strong 
legislative priority of our constituents. We urge immediate 
passage of an appropriate bill. 
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Finally, I want to thank you for the Joint Study Committee's 
consideration of the elderly in South Carolina. We can 
co~1ectively take great joy in the 1986 passage of amend~ 
~ments· to the South Carolina Probate Code and the Oaath with 
Dignity legislation. We look forward to future cooperative 
efforts and successful consideration of legislative priorities 
which will be beneficial to South Carolina's older population. 
------
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HEALTH INSURANCE FOR SENIOR CITIZENS 
A System With Developing Problems 
As the cost of medical care continues to increase Health 
Insurance for Senior Citizens becomes of increasing concern to them, 
and I hope, to members of the Joint Legislative Study Committee on 
Aging. 
Medicare provides the major coverage for many retired persons, 
it is a great comfort to many of us of average means to know we have 
it, but now it sometimes has nightmare aspects if one becomes ill 
and needs to use it. 
Not only the amount Medicare pays for a medical procedure, but 
the speed with which it pays is important, as many 
Medicare-supplement policies do not pay anything until the 
supplement carrier receives a written report from Medicare on how 
much it paid along with the amount of the bill. And if Medicare 
normally waits one or more months to pay, and the care provider is 
waiting for his money from Medicare, you may be sure the provider 
adjusts charges accordingly. 
Health insurance coverage, for senior citizens especially, is 
becoming increasingly complex, and filing claims and collecting on 
them is likely more difficult than you know if you are without 
first-hand experience. Add this to the fact that many people become 
more easily confused the older they grow, and you understand why 
many older persons who need the money and at least have Medicare, 
may never submit their medicare claim, or, if the slightest thing 
goes wrong, actually collect it. 
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This is why health care providers who actually fill out and file 
insurance claims for their older patients provide such a welcome and 
needed service. 
I believe the health insurance system for senior citizens living 
in South Carolina should work better than in does, and that the 
segment of Blue Cross Blue Shield of South Carolina which 
administers the Medicare program in South Carolina bears 
considerable blame for this. I will first discuss my attempts to 
receive health insurance reimbursement for treatment provided me on 
Jan. 25 for this year. 
I have late-onset asthma and about midnight on Jan. 25 began 
suddenly gasping for breath. I awoke my wife who took me to a 
24-hour medical clinic nearby. I was incoherent from pain and 
inability to breathe and she answered the questions of the admitting 
nurse. 
After an extended period of treatment by the physician I was 
able to breathe again and to return home, and the clinic said it 
would file with Medicare. 
I did not hear from Medicare until April 25 when I received a 
standard "Explanation of Medicare Benefits" form stating that none 
of the $133 item~zed bill would be paid as I was not covered by Part 
B of Medicare. 
I immediately called Medicare in Columbia to say they were 
mistaken. When I finally got through to a Medicare representative 
she quickly found my claim, and, after a brief conversation and 
re-checking, said my records showed that I do have Medicare Part B 
Coverage. She said she would make the proper notation and that the 
Medicare payment could be expected in four to six weeks. 
~ 
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I checked again with the medical clinic on July 2 and, upon 
finding that they still had not received payment I again called 
Medicare in Columbia. The representative listened politely, quickly 
located my record, and informed me that for some reason nothing had 
been done after my call in April. She promised, however, to make 
the necessary correction, and said she would do what she could to 
expedite payment. 
At this time she explained that the reason the original claim 
had been denied on grounds that I did not have Part B of Medicare 
was because in some way my wife's Social Security number had been 
listed as mine on the initial claim. As my wife is not yet 60 and 
does not yet have either Part A or Part B of Medicare coverage I 
wondered about this, but I was so glad to be told that the mistake 
had been corrected that I did not ask about that matter. 
Sure enough on July 20 I received a small Medicare payment, but 
the Jan. 25 bill had been altered until it was almost 
unrecognizable. The original Medicare form had at least correctly 
shown the original amount billed as $113 with the correct subtotals 
also in place. The new Medicare form showed completely new 
subtotals under the "Amount Billed" column and the total of this 
column was just $31. The form showed Medicare was sending me 
$24.92. The difference between what Medicare was paying and the 
apparent total bill was $6.08. 
Again I called Columbia, "If I submit this form to the 
Medicare-supplement carrier the most it will pay is $6.08 and I'll 
be left owing the clinic $82," I said. How can Medicare change 
figures like that? 
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Well the Medicare representative had an answer. It was the 
fault of the Medicare computer, whose limited capacity makes it 
necessary to use the "Amount Billed" column on any resubmitted 
Medicare claims to list not the amount billed but the amount 
Medicare will approve for the particular medical treatment provided, 
she explained. I have been told that Blue Cross Blue Shield's 
Medicare computer is the largest computer in South Carolina, but 
maybe it's still just not large enough. 
This Medicare representative did try to be helpful. She said if 
the record had shown that my Jan. 25th treatment had been received 
at midnight when practically all doctors' offices are closed a 
larger amount would have been approved by Medicare. So I had this 
confirmed by the clinic doctor. But I wasn't benefitted. Some of 
you may have guessed that three weeks later I was informed the 
entire claim was being denied as I don't have Medicare Part B. 
Let me mention another Medicare claim briefly. In late April at 
1 a.m. I had an even worse asthma attack. This time as soon as the 
clinic physician checked my pulse he said I must be taken to the 
emergency room of the hospital immediately as my heart beat was 
irregular. 
The ambulance charged $133.48 and Medicare paid $50.22 of the 
total. On one $15 charge -- for providing heart monitoring on the 
way to the emergency room I believe, Medicare paid 10 cents. Was 
the amount billed nearly 1,000% above the average charge for heart 




Yes I've called Medicare numerous times about my problems and 
written them, too. It seems to me that if they provide you with a 
toll-free number the implication is that many problems can be 
straightened out with a ~imple phone call, but I have not found this 
to be so. When I get completely exasperated and use my own money to 
call, asking to speak to the person in charge she is never in, and 
she never bothers to return my call either. 
This year several times I've received a communication from 
Medicare in Columbia that it is actions in Washington which have 
resulted in Columbia's slowdown in processing claims, and I have 
concluded that the "Big Chiefs" in the the Columbia Blue Cross Blue 
Shield Medicare office have used this as an excuse to ignore 
virtually all complaints. 
I do know that in August when I had blood tests and x-rays done 
in the hospital in Bryson City, N.C., Medicare of North Carolina 
processed the bill for $74.15 and paid $65.48 in less than 20 days 
from the time the tests were performed. 
Recently I met with a group of Greenville senior citizens and 
found that a large number of them have been experiencing problems 
with Medicare claims. 
I believe there are genuine, and serious problems with the way 
South Carolina's Medicare program is being administered. 
Incidentally I have documents to substantiate what I've told you 
concerning my recent experiences. 
It's a different matter, but I'm told by some physicians who 
have moved here from other states that the amount paid by Medicare 
in South Carolina for many medical procedures is far less than in 
many other states. Are there good reasons for this or is it mainly 
politics? 
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I think these things deserve your immediate attention and I hope 
they will receive your attention. Medicare, I believe, should 
provide a significant part of the total payment for needed medical 
care of senior citizens. An efficient Medicare administration here 
and the insistance by state legislators that Medicare pay 
approximately the same percentage of standardized medical services 
here as in any other state are both prerequisits for a first rate 
health insurance system for Senior Citizens in South Carolina. 
-~ 
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I am Frank McCraw I have been retired for seventeen years and if I live to be one hundred 
I have another seventeen years to go. There has been many changes so I do all I canto 
'- keep informed, and try to inform my fellow man where it is posible. 
I wish to thank the South Carolina Legislators for passing the lrobate Code and ~eath 
With Dignity J.aws. I trust they will be used in the proper manner. I was talking with A 
ioctor some tUlle ago about the death With Di€jllity bill and he was opposed to the bill 
sa;rin~ that the last Y,ears of life are when A. doctor gets the qater amount of money. 
When Social Security was passed it was to take the older person out of the work force 
to make work for the younger person. with sixty Jive set as the retirement time, how. 
Earnings 
ever there has been constant changes in payment to retires, in deductions fro~ 
and retirement age.. ~ith other retirement plans now available perhaps we should look 
at these facts when placin~ additional requirements on our State Qovernment. 
Lotte~ is another way to sa~ to our people that other States are doing it so we should 
do that too. 'bo wrongs do not make A right. We should look at what is wright and wrong 
and do what is wright so every one will benefit. 
One of my 1n•erest today is the medication useage. I do not. take medication and .I am 
very thankful that I do not have too, but I do keep informed of this item and note that 
advertisers promote more by illustrating two tablets, constantly speak of more is better, 
also say stronger is better. This has caused many people to fin~ themselves in serious 
trouble. Many over the counter medications should not be taken with some subscription 
medications. All medications have some side effects. The most prosperious industry today 
is the ?harmacutal indust~. I was in A drug store recently to pick up A subscription for 
another party and A woman was there to pick up A prescription, when the druggest said 
it would be ninety dollars, she said she would have to sit down to write acheck ~or that 
mu.cjj 
Because .I am elegible for medicare and have A supplemental policy doea not mean that 
health care does not cost me anything. I do pay insurance on both policys. 
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Many older people have trouble deciding oh how much health insurance to buy or which 
policys to buy. It is posible to buy policys that do not pay if another police pays 
and when the person finds this out is probably when they have A cla~. The insurance 
agent is supposed to alert. you to this fact but they do not all do that. 
--~ ~ ' 
1 
~r: ( l I I f.' / ~~ 
I/ i {.. (._ : \..k- I ( /I I ~- / - /1 ' _, ' L'{ '-., .._c,:,_'-C:..' 





canmissioo fa the blind 
1430 CONFEDERATE AVENUE • COLUMBIA, SOUTH CAROLINA 29201 
TELEPHONE 758-2585 
William K. James, Commissioner 
Statement to: Joint Legislative Study Committee on Aging 
Fran: Wi II i am K. Janes, Cammi ss i oner 
Date: October 1, 1986 
BOARD 
PATRICIA L. PATRICK 
Chairman 
Darlington 
CLAY W. EVATI, JR., M.D. 
Vice~Chairman 
Charleston 
MRS. EARLENE S. GARDNER 
Secretary 
Aiken 
ROBERT R. BELL 
Member 
laurens 
MRS. MATIIE B. GATLIN 
Member 
Hanahan 
WILLIAM J. SHEALY 
Member 
Columbia 
SAMUEL L. ZIMMERMAN 
Member 
Greenville 
Chainman Harris and members of the Committee, I thank you for the opportunity 
to make this presentation on behalf of the elderly blind in South Carolina. 
Last year at this time, there was no Independent Living Program for the 
Elderly Blind. Those persons who are over 65 and who are blind, but could 
not function independently had no hope except for the very ff?N who are eligible 
for Vocational Rehabilitation services. They had no expectation of being able 
to continue to live in their own hanes. Their only alternative was to move in 
with family members, go to a nursing hane, or other institution. 
On July 1, 1985, things start~ to change, thanks to you and other concerned 
legislators. South Carolina Commission for the Blind was given an appropriation 
of $75,000 to start an Outreach Program for the Elderly Blind. The purpose of 
this program was to teach the basic skills to elderly blind persons to enable 
them to I i ve independent I y in their own hanes; trus, avoiding the need for 
institutionalization. The skills that they would learn are those that sighted 
people take for granted such as the ability to travel independently, learn how 
to perfonn activities of daily living, simple homemaking skills, and communica-
tion ski I Is to enable these persons to have direction and purpose for their 
own I ives. 
As you are aware, funds for new programs were frozen for last year until 
January 1, 1986. We have had to recruit and train staff in gerontology and 
S. C. COMMISSION FOR THE BLIND 
1430 CONFEDERATE AVENUE 
COLUMBIA, SOUTH CAROLINA 29201 
Statement to JLSCA 
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are very proud of what we have been able to accOOl>l ish in such a short period 
of time. We have provided services for 47 elderly blind persons. Sixteen 
have been trained in our <A.Jtreach Program. These persons are brought into 
churches or community centers and trained in smal I groups of 8 to 12. They 
are taught how to use aging appliances and given instructio~s in functioning 
as a blind person. We have also worked with other agencies and institutions 
to provide instructions for their staff in how to work with blind persons. 
In June of this year, we had 50 referrals on our waiting list. 
Again, thanks to you and other concerned legislators, we were given an 
additional $50,000 on July 1 of this year to expand the program. We now have 
3 teams consisting of a Mbbility Instructor and Rehabilitation Teacher working 
out of the Greenvile, Columbia, and Charleston Offices. They are working in 
the rural areas and are getting into the clients' homes in order to help them 
mark their stoves and appliances, and meet the specific needs that these 
persons have. 
There are over 8,000 blind persons in this State and half of them are 65 and 
older. It is apparent, therefore, that we are just starting to meet the 
most glaring needs. By employing teacher's aides, we wi II be able to work 
with larger groups and provide more services. We will also be able to purchase 
low vision aids, white canes, braille clocks, timers, and other aids and 
appliances that blind persons use. We believe that we wi II be able to double 
the number of persons being served in this program with this additional 
funding. This wi II obviously result in savings to taxpayers if we can prevent 
these persons from having to be institutionalized, and who can place a price 
tag on just being able to live in your own home, if that's your desire. 
Yesterday, we received a telegram stating that we would be receiving an 
appropriation of $200,000 from the Federal Government to serve 120 additional 
older blind persons. This was a result of a proposal that was submitted a few 
months ago. 
---..._ 
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With these additional funds, we plan to bring 18 persons to the Rehabilitation 
Center here in Columbia, where they will receive training up to eight weeks. 
We will now have funds to pay for this, plus their transportation, purchase 
aids and appliances, physical therapy, occupational therapy, and other 
rehabilitation services. In addition, we expect to enroll 36 more persons 
in our mobile outreach units throughout the State. We estimate that 20 
persons wi II receive low vision evaluations and aids to enable them to utilize 
to the maximum their remaining vision. These funds wi II also enable us to 
provide additional case work and prevention of blindness services. 
This program wi II be funded for one year. There is no assurance that it wi II 
that 
be continued past/time. <l>viously, we wi II try to have the program extended, 
but we must compete with other states as we did to obtain the initial grant. 
As a part of a request for this funding, we explained that $75,000 had been 
appropriated to start this program, and that we had requested an additional 
$50,000 to make sure it would be continued and expanded. 
The possibility of continuing the program if the Federal Government did not 
participate past the first year was rated very heavily on the evaluation. 
It is my firm conviction that you and your support of this state-funded 
program has enabled us to obtain an additional $200,000 in federal money. 
The most important thing, of course, is the fact that older blind persons 
wi II live richer and fuller lives, and will be able to maintain their dignity 
and i ndependence and cont i nue I i v i ng in the i r OIM"'' hanes • 
The only thing that we are asking on behalf of these deserving citizens is 










Bill, how are your interstate stores coming along? 
Beautifully. In fact, in the past 2 years we have 
built 20 of these locations along the interstate 
highways. We are estimating those locations are 
bringing in about 1 million dollars in tourist money 
each year. Certainly we welcome that. More 
importantly it is providing good employment 
opportunities for blind persons. Every time we put 
in one of these locations it costs us about $25,000 
to do it. And we get our returns within a year on 
that investment. The important thing is putting 
people to work and taking them off the tax rolls and 
its a tremendous program. I think it demonstrates to 
the public that South Carolina is concerned about 
their handicapped citizens so it is really cost 
effective and beneficial for everyone. 
- On the same line, when we did that I was under the 
impression, maybe I was misinformed, but I thought 
the profits from those were going to go to the 
Commission for the Blind. I understand that this is 
not the case. They go to the individual vendor. And 
further, I understood they were making $80,000 a year. 
- That sounds awfully high, Senator. I don't know 
the figures. The money does not go to the 
Commission. These people earn whatever profit they 
have. Now keep in mind these vendors are responsible 
for being there 7 days a week to keep these oprations 
going. Now some do very well, again $80,000 is very 
high. 
- It's kind of like a franchise. 
- That is a very good way to put it. 
-My understanding, Mr. Chairman, that's what I'm 
trying to ask. I understood it was not like a 
franchise deal. My impression when we passed it was 
the Commission for the Blind was really going to be 
the main beneficiary of it and that the Commission 
for the Blind builds the thing, they give it to the 
vendor and the Commission doesn't get anything back 
out of it. 
- That's partly true. The Commission is still the 
main beneficiary because we are providing good 
employment opportunities for blind people and that is 
our main purpose. Right now we build locations, we 
retain title to those locations. The vendor is 
responsible for stocking the machines, making sure 
they are kept working properly. But the profit from 







- And they don't pay any maintenance on the station 
that we built. 
- The Commission does not receive any money back from 
these locations. There was a law passed 10 years ago 
that the vendors themselves would not pay money back 
to the state for the privilege of operating these 
locations. At that time there weren't any on 
interstate highways. That's only been done in the 
past two years but we have 95 of these locations 
throughout the state, 20 on interstates. The average 
income is somewhere between $19,000. They are good 
opportunities for blind persons to earn a living. 
The pay back as far as we are concerned, is we can 
get people off of the tax roll and we don't have to 
supplement their income. That is really good 
payback. On an average money invested in 
rehabilitation programs, the returns are about $11 
for every $1 invested. 
- Let me suggest that the Commission look into the 
matter. Because if you have some individual 
locations that are earning as much as $80,000 a year 
which the state has spent the money on building the 
station and all the facilities and there's no rent 
paid, there's nothing else, there are a lot of other 
blind people in the state that could use the benefit 
of some of that profit. 
- I will certainly check into that. And again I 
could assure you that no blind person in the state ~s 
making $80,000 a year running a vending stand. Your 
point is well taken and if these people are making 
above the point that the taxpayers should be 
subsidizing, I agree with you sir, we should not 
continue to do that. 
At this time Dr. Parrish made the following request. 
Dr. Parrish - There is another imperative that I as a member of 
this Committee have a deep concern about which has to do with the 
high costs of health care,I request that this concern be placed on 
our agenda for the next meeting wherin we would look at the 
insurance law as it pertains to the administraton of health care and 
that the SCFOA be involved in the educational process so that we can 
come to understand the A B and C programs. I ask to be presented on 
the agenda of our next meeting this month. 
-78- James LeBlanc 
835 Gregg St. 
Columbia, SC 29201 
Mr. LeBlanc submitted for the record two documents which follow, 
"Death with Dignity Act," and "The Problems Presented by Death with 
Dignity Act." 
Mr. LeBlanc suggested the involvement of other interested 
persons such as the S.C. Bar 
Senator Doar and Senator McLeod suggested that Jim LeBlanc work 
with Keller to develop whatever amendments are needed and present to 
the Committee so they can be introduced. 
-
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Death With Dignity Act 
The South Carolbaa Death Wiib Dipity Aet• 
By Jam• L. LeBiaDcl 
ovemor Richard W. Riley recently aiped mto law the lon1r 1
haited Death With Dilftity Act." the legialation lendin1r statutory 
aupport to the validity of the ao called Livinlr W~l IJ? a ~ble 
and HVeDieeJl aectio1111, the Act seta out l.,.Wauve ftndinp 
npportmg enactment of theatatute, defines theaubetanee and aeta 
forth th..Corm of the Declaration Of A DesileFor A Natural Death,~ 
and states the lepl effect to be liven to the Declanuion. 
A. ,._. of tlae Deelara&ioa 
Seetion 5 of the Act pro.W. the form of the Declaration, 
reqairiq thai to be pveo the effect in&aaded by the atetate a 
Dedara&ion be •N&antially m the followinc form: 
State of South Carolina DaclanatioD of a Deme 
CoaDiy of . For A Natwal Death 
I. --------------a reeident of and 
doaaiciW iD t.be City of • 
CoaDty of , State of Soatb Carolina. 
make tbia Declaration tbia day of 19-4 
I wiJfully and voluntarily make lmowD my ~ thai no lif• 
..teininc procec~_..r be ued to pro)oacmy dyincifmy eondition 
ia termiDal," and I do hereby declare: 
If at any time I have an mc:uable iDi111'Y, diaeue. or illDeaa 
ceftified to be a terminal CODditioD by two phyaieiaJlall who have 
)MII'IIOJI8IIy examiDed me, one of whom ia my aiteDclillcphyaeiaD,•" 
aad. t.be phytlieiana have de&enDined that my death will occur 
without t.be ue of lif...WDinc proced111e11 and where the 
application of Jif...-eu,;nc procedu. woulci 8ei'Ve cmly to 
prolonc thedyincproc:ea.l dinei t.lwaach praeed_.. be withheld 
or withdrawn. and that I be. permitted todienatwally with only the 
adminiftration of medication or the performanee of any medical 
~are neeeuary to provide me with comfort cere. 
~ the abecmee of my ability to aivedinetiou•• reprdincthe ue 
STATE OF SOUTH CAROUNA AFFIDAVIT 
COUNTY OF ___ _ 
We.--------·------~---
and , the witneuea1" whose names 
are siped to the fore.roinlr Declaration, dated the day 
o 19_ bein1r tint duly sworn, do hereby declare 
to the udenilrlled authority •9 that the Declaration wu on that 
date Biped by the said declarant u and for hia DECLARATION 
OF A DESIRE FOR A NATURAL DEATH iD oar preMDce"'' and 
~at hia reqaeat and iD hia preMilee.~• and iD the PN8811ce of each 
oth• :to~ did thereunto au6ecribe our names u witn_... on that 
date. TM declarant ia penonaUy known to u and we believe him~ 
be of soud mmd. None of 1111o ia diaqualified u a witneu to ihia 
Declaration by any provision of the South Carolilla Death With 
Dipity Act.:&' None of u ia related to the declarant by blood or 
marriap; nor directly fillaneiaUy reaponaible for the declarant' a 
medical care; nor entitled to any portion of the declarant' • estate 
upon hia deceue, whether under any will or u an heir by intestate 
ncceaaicm; nor the beneficiary of a life iuaranee policy of the 
d.elarant; nor the declarant's attendinc physician; nor an 
employee of ncb aUendin1r phyaieiaD; nor a penon who hu a 
claim apiut the declarant's deeedent's eatate u of ihia ~~! No 
more than one of ua ia an employee of a health facility in which the 
declarant ia a patient. If the declarant ia a patient iD a hospital or 
skilled or miermediate cere narain1r facility at the date of execution 
of thia Declaration at leui one of ua ia an ombadaman desipaied 
by the State Ombadaman, Offiee of the Governor.~~ 
Witne. 
of auch lif••ueilliDiDc proeecbll'e8, it ia my m&ention that tbia W"UIIeM 
Declaration be honond by my family and phyaiciau u the final Subac:ribed, 8WOI'II to and acbOwledpd before me by , 
expreaion of my lepl ricbt•x to refue medical or a111'8ical the declanmt, and nbacribed and 8WOI'II to before me by _ 
treatmeat and I aceept the c:ouequencea from such refu8al. , 
I am aware that ihia Dedaraticm authorizes a phyaieian to and, _________ t.be witneuea, ihia ___ day of 
withhold or withdraw life-aa.Raininc proeed--.•a I am , 19_ 
emot.ionally and mentally competent to make thia Declaration. 
THIS DECLARATION MAY BE BEVOKED14 BY THE (SEAL) Notary Public 
DECLARANT,111 WITHOUT REGARD TO HIS PHYSICAL OR My CommiMion hpinr. __ 
MENTAL CONDmON: B. k••*'- of &he o.JarwdoD 
1. BY BEING DEFACED, TORN, OBLITERATED, OR Evidently,the.Act-.forihcouideftabjycomplesraquirementa 
OTHERWISE DESTROYED BY THE DECLARANT OR BY to achieve ct. execation of each I>edaraiicma. Tbere foUowe a 
SOME PERSON IN THE PRESENCE OF AND BY THE ......-..J fona Jeuer of~ for t.be d• exeeation of a 
DIRECI10N OF THE DECLARANT. DedaratioD. drafted farRbaaiMioD to a client alone with a fonn of 
2. BY A WRITTEN REVOCATION SIGNED AND DATED BY Decluation. It c:ouJd u wen ..,.. u a checlclia for an aUomey 
THE DECLARANT EXPRESSING HIS OR HER INTENT TO auparviainc t.be execation of a Declaration. 
REVOKE. THE REVOCATION SHALL BECOME EFFECTIVE "In order properly to exeeata the Declaration and the aiiecbed 
ONLY UPON COMMUNICATION TO THE A TrENDING Affidavit and AcimowledPBMDt. pth• into your paamee three 
PHYSIClANBYTHEDECLARANTORBYAPERSONACI1NG wimeu. and a No&ary Public, not illdudinc your apou~~e, not 
ON BEHALF OF THE DECLARANT. THE A'I'TENDING mcludinc anyone related to you by blood or marriap, and not 
PHYSICIAN SHALL RECORD IN THE PATIENT'S MEDICAL mcludin~r your auendiftc phyaaan and any employee of any auch 
RECORD THE TIME AND DATE; WHEN HE RLCEIVED phyaeian. None of the t.bree wimeues may be a penon who ia 
NOTIFICATION OF THE WRITTEN REVOCATION. tinaneiaUy reaponable for your medical care, or who ia an 
3. BY A VERBAL EXPRESSION BY THE DECLARANT OF expee&ant beneficiary of your eatate, or who ia a beneficiary of your 
HIS INTENT TO REVOKE THE DECLARATION. THE lifeiuuranc:e,orwhoiaorwouldbeacl'limanta~rainatyoureatate 
REVOCATION SHALL BECOME EFFECI1VE ONLY UPON should you die at ihia time. If you are a patient in a hospital or 
COMMUNICATION TO THE A TTENDJNG PHYSICIAN BY nunrin1r facility, a health facility, at the time of the execution of the 
THE DECLARANT. THE ATTENDING -PHYSICIAN SHALL Declaration, then no more than one (preferably none) of the three 
RECORD IN THE PATIENT'S MEDICAL RECORD THE TIME. witneuea may be an employee of that facility, and, additionally, at 
rE, AND PLACE OF THE REVOCATION AND THE TIME, leut one of the three witneuea must bean ombudsman deeipated 
:brtTE". AND PLACE, IF DIFFERENT, OF WHEN HE by the State Ombudaman in the Office of the Governor. 
RECEIVED NOTIFICATION OF THE REVOCATION.•" .. In the preaenc:e of the three witneuea and the Notary Public. 
,~ you ahould state that you willin~rly make the Declaration, and then 
-Declaran---t------- complete the top portion of the tint pap of the document, the 
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The.Problerns Presented by . 
Death With Dignity Act 1 
By James L. LeBlanc2 
The following is the first of a 
tv:o part series. The article will 
conclude in next month's 
Transcript. 
A. Incorrect Forms and 
Improper Execution 
The recently enacted Death 
With Dignity Act lends 
statutory support to the validity 
of the Declaration Of A Desire 
For A Natural Death, the so 
called Living Will. The statute's 
support is lacking, however, in 
cast's of Declarations not 
substantially in tht' form set out 
in the Act and as to 
Declarations in the appropriate 
form but not executed in a::cor-
dance with the requirements 
imposed by the Act. Further, 
the Act does not provide a 
mechanism external to the form 
of the Declaration itself for the 
proof qf the valid t.>Xf'cution of 
the Uedaratl<>n. Hathcr, 1t is 
anticipated that the form and 
the method of execution offered 
by the statute will he Hl'lf· 
vnlidating, if used approl)nate-
ly, but that nust.lkes will lead to 
litigation. Accordingly, it is of 
•Jltimate importance that in 
drafting Declarations and in 
supervising the execution of 
Declarations attorneys pay 
close attention to the form an.4 
to the method of execution 
required by the Act. 
There is a very real 
possibility that our State's 
residents will be misled into 
executing DE-Clarations in form 
or in method of execution not in 
conformity with the Act. 
Already The State newspaper 
has published a form of 
Declaration diverging in very 
substantial respects from the 
form required by the Act, with 
the statement, however. that. 
"( t]his is a suggested copy oftht> 
living will that is included in 
the law." 1 Our Executive 
Director's letter to the editor 
correcting the error notwith· 
standing, • no doubt some 
citizen, perhaps some attorney, 
has been led to use the 
nPwsoanPr's form. 
The Soc1ety for the Right to 
Die has ;1ublished and has 
widely di<>tributed in South 
Carolina a printed form of 
Declaration, which is printed 
on the front and back of one 
page and is very handy for 
immediate exe'-·ution by one 
wishing to make a Declaration. 
Unfortunately, the Society's 
form iacks some of the wording 
·required by the Act to be 
included in the witnesses' 
Affidavit, while suggesting, in 
the form itself and in its 
accompanving l'Over letter, that 
the Declarant add "fo]ther 
directions" to the Declaration, 
such as instructions as to 
particular treatments to be 
withheld or withdrawn, e.g., 
"antibiotil·s, artificial feeding," 
and alsd suggesting the 
designati" n of a ••proxy -
someone ~ ou trust to make the 
treatment deci,;ion you would 
make if y •• u wt>re able."5 
The Act set~ forth consider-
ably complex r~uirements to 
achieve due execution of 
Dt'darat\\'ns. Briefly, the Act 
contempb t~>s the knowing, 
voluntan involvement <•f the 
dtodaran~. of three- witnesses 
and of a ~<>ta ry Public, \\ ith 
respect tP the I >eclaration, an 
Affidavit and an Acknow-
le-d~Cement. The avoidance- of 
tht' selt>dion of witnesses 
disqualiti.·d to act is iU!elf a 
vt>ry cum: . .,rsorne m3tter. The 
most car..t\•1 utt<)rney will be 
emharras, ed hy the ritual 
required h· the Act. Dedarants 
not repr.- ;entt-d by attomeylS 
are unli~elv to have the 
awarenes;, of and patience with 
the ritual <.-quir.·J to satisfy the 
Act. 
A Decbration not substan-
tially in the form offered by the 
Act or ont' not e.xecuted properly 
exposes tl-.~ person who signs it 
to the ri,.. K that it will not be 
given tb~ ,.ffect intended. At the 
least, crt ative drafting and 
·casual t>x "cution will invite a 
contt>st (,' the validity of th~ 
D•~darati .. n, wtth, perhapa, the 
consequer .. :e bein11 the trial 
It-vel and appellate litigation 
sought to be avoided by the 
enactment of the Death With 
Dignity Act. For a correct copy 
of the form of Declaration 
offered by the Act and a 
suggested method of execution 
thought to be proper, see the 
April, 19!i6 ill8ue of Th.t! 
Transcript . ., 
B. Defects in the Act' • Own 
Form of Declaration 
While the Act's form of 
Declaration is blesaed with 
legislative sanction,7 it ill in 
need of some revisiu n in order to 
become a comfortable m«ha-
nism with which to fonnahz.e 
the typicnl declarant's 
intentions. The following 
suggestions, however, should 
not be taken al! reeommend.a-
tions for ineorporatiun into the 
Declarations drafted for 
execution by individual di~nta. 
While somP ,,f th<:>m might 
inoffensively he u.sE>d now. they 
are offered mert-ly to point up 
the problems fact!d by tho~ 
who would now u.se the Act's 
form and m anticipation that 
they wlll be propooed fur 
consideration in the legt:slatu t' 
rt'Vlti(JO of the A<'t's form 
For brevitv and claritv and 
the better .und.-rstandi~1·g of 
those askt'<! t\J sign such 
DeclaratiOns, the order of 
pre:W!n~tio,n of the information 
in the Dt".:iaratiou .. h.,vJd bf' 
revised. Tho:? prt·:4ent para· 
graphs l through 6. the 
numbering ~in~ th~ aut.hor'11 
and not actually appe~tnng in 
the Act's form, wtth paragraph 
6 referring to the whole of the 
matter outlining th~ methoda of 
revocatiGn of the D<:'Clarati•:.n. 
should be re-arranl<{ed in t.ht> 
f,>llowing order: paragrapha 1. 5 
and 2 combi:.~-d. 4, 3 and 6 Thia 
reviSIOn wuu!J group the 
contents of the Dedaratwn so 
that the ordt>r of ,,overa.re would 
be: 1: nanw. domieik and date; 
5 and 2. awar.-ness and 
capacity of :he decLuant 
t"ombined wlth a voiunt.arv 
expre:nuon of t.h~ rle~ure to a\' otd 
life-elllitainin..r proc:t'durea; 4: an 
expression o{ unde!'&tand1ng 
that the Oeda:-ation takes 
ot 
effect when the declarant is 
unable to give directions, 3: the 
actual directions to take effect 
in the event of the declarant's 
inability to give directions; and 
6: the methods of revocation of 
the Declaration. 
The Act's form was included 
in the le .. >islation to provide 
readily available, inexpensive 
and fully reliable guidance to 
persons desiring to make 
Declarations. To that end, the 
form could be improved by 
clearly stating that only adults 
may sign such Declarations.8 
That information should be 
included in para.n'aPh 1 of the 
Declaration, with the declar· 
ant's name and domicile. Also, 
the Act's form should be 
revised, in its paragraph 3, to 
reflect that, of the two 
physicians required to certify to 
the declarant's terminal 
condition in order for the 
Declaration to take effect, one is 
required to be an attending 
physician and one is required to 
be other than an attending 
physician.9 
The Act's form, in its 
paragraph 6, sets forth the 
entirety of Section 6 of the Act, 
as is required by the Act. 10 The 
Act requires that this matter 
appear in bold-face print in the 
Declaration. While the Act 
itself shows this matter in all 
upper case letters, the Act does 
not expressly require that 
Declarations use that device 
and, in fact, the Act'11 form uses 
the upper case presentation as a 
code for bold-face print. The 
form offered by the Society For 
The Right To Die prints this 
matter in bold-face, lower case 
and small print. This last may 
satisfy the Act, hut the very 
careful attorney will produce 
forms of Declaration with this 
matter in bold-face, upper case 
print of the same size as the 
print used in the rest of the 
Declaration. Revision of the 
statute should take this 
uncertainty of form into 
account. 
The Act's form of Affidavit, 
prepared for execution by the 
witnetises. states several facts 
which might be stumbling 
blocks for the very cautious 
witness asked to swear to their 
truth. These statements should 
be eorrected in any revi11ion of 
the Act's form accomplished by 
further legislation. 
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First, the Affidavit 11 refers 
to "the wi:ne!lst·s whose names 
are sign.,..! to the foregoing 
DeclaratiL>n" 'and avers that 
they "did thereunto subscribe 
our name::. as witnesses on that 
dare." But, the Act's fonn of 
Declaration does not provide 
blanks for the three witnesses' 
signatures. Nor does it seem 
necessary or comfortable to 
require that the three witnessea 
actually sign the Declaration 
when in any case they will sign 
the Affidavit. Instead, the 
Affidavit should be revised to 
refer to "the undersigned 
witnesses to the foregoing 
Declaration" and to the fact 
that th• y "do hereunto 
subscribt• our names as 
witnesses on that date," adding 
the italiciled language. 
Second, to take into account 
the individual witness's 
inability t .. 11wear to the truth of 
the other witnesses' conditions 
and perct>ptiLIOS, and the 
witness ... s' unavoidable 
reliance ,,n inf,>rmation and 
belief, the Affidavit should be 
revised to state that the 
witnesses "do hereby singly 
and set•erally Jeclare to the 
under11ign,.,j authority, on the 
ba~is of 1u•r be.~t information 
and be lit>(. that .... " 
Third, the Affidavit statE'S 
that none of the witnesses is 
disqualifit·.i by any provision of 
the Act an J then goes on to list 
the vari•>U<· points ofdisqualifi-. 
catwn. A witn<'ss mi~eht be 
reluctant L> swear to meeting 
the r('Quir•·ment.i of an Act that 
he has not read. The Act's fonn 
should be revist'd to state that, 
"[n]one of us is disqualified aa a 
witness to this Declaration by 
any provasion of the South 
Carolina Death With Dignity 
Act, whu·h u•t' are informed 
contains provisions for the 
disquali{i< ation of witnesus tU 
follows." There would then 
follow the Affidavit's listing of 
various P•>in~ of diaqualifi· 
cation. 
While the Act's form contains 
a form of Acknowledgement12 
that state~> that the papers are 
"[s]ubscribed, ::~worn to and 
acknowlt"Jged" before the 
Notary p,1blic, it would seem 
that the declarant baa no 
occasion to swt-ar to anything 
and that he Wl)uld meaning· 
fully ack110WleJge his signa-
ture to the Notary Public only if 
he had subtlcribed hia aignatw-c 
out of the prettence of the 
Notary Pubhc. It i• not at aU 
clear that the Act allows sub-
scription out of the prez;ence of 
the Notary Public with lau:-r 
acknowledg!'ment before the 
Notary Public u a proper 
method of execution. 13 If not, 
then, perhaps, the Act's fonn 
ought to be revisl'd to state 
simply that the papers are 
"(s)ubscribt~d'" by the decliuant 
before the Notary Public. 
C. Uncertainties as to the 
Method of Execution 
The suggetlted form ldter of 
in11tructions for the due 
execution of a Declaration, 
Nrviceable as a checkliat for a.a 
attorney supervising the 
execution of a Decliiration, 
included in th.e April.l980iuu.e 
of The Trar.:.cript,' • reflect~~ the 
following 111; requisites to due 
execution of a Declaration. 
There are questions whether 
the following ia liuffictent; the 
questions are rai!it'd in the 
parentheses. 
Aa to the Declaration and \he 
declarant. he should lit .. te a 
willingnesli to make tbe 
Declaration (but, to be very 
careful. should he read out loud 
the conten~ of the Declarlltion, 
perhaps not including the 
matter on methoda of 
revocation?); he should 
Pf!nlonally date the l)t.clarat.lon 
(and fill in hiti name and 
domiL'tlt' if those blank11 bave 
not already been completed by 
the draftsman. 811 well they 
might have be-en); he should 
then sign the Declaration; and 
all of the declarant'11 act.a 
should be ob.erved by all three 
o{ the witnesses and by the 
Notary Public. 
As to the Affidavit, its blanks 
muat be completed. acceptably 
by the draftsman or by any 
other person; the Affidavit 
should be read out loud to the 
three- witnesz;es 110 that they a~ 
fully aware of what tht-y are 
expected to IIW•~ar to; the 
witne:.4se~ ought to he at> ked and 
ought to answ~r out loud that 
they do so sweur; th .. n the 
witnesses must sign the 
Affidavit each m their tum; and 
all ,>fthe witnesses· act:~ should 
be ob10erved by tht> dedarant 
and by the Notary Pubhc 
A. to t.ht' Adnowlt."d~!!l.'ment, 
ita blanb mUIIt he completed, 
acceptably by the drasft..iman or 
by any other person; the Notary 
Public must have seen the 
declarant subscribe his name to 
the Declaration (and must take 
the oath and acknowledge-
ent 1-ust to be safe unt1l the m ' · d h Act's form is revise l; t t• 
Notary Public must have seen 
the three witnesses subscrthe 
their names to the Affidavit 
and must take their oaths: the 
Notary Public is then to sup~ly 
his signature, his co~mu!Sion 
expiration date an? his seal. 
The large questiOn concern· 
ing due execution of a 
Declaration is whether and to 
what extent any parts of the 
ritual may take place out of the 
presence of the full complement 
of the dedarant, the three 
witnesses and the No~ary 
Public. Of course, if posstble, 
the whole ritual ought to be 
accomplished in the presence of 
the whole group, collected 
together in one room at one 
time, with no one else present, 
excepting, of. course, the 
attorney supervisini the 
execution. But, exigent circum· 
stances will, no doubt, arise in 
particular cases and require_ an 
answer to the large questwn. 
The Act states that, 
"[tjhe declaration must be 
signed by the dtdarant in the 
presence (if three witnesses and 
shall bt> attested anrl sub<'~T!bed 
in the pr!:c'S+'nce of the decl.:.~rant 
and of each other by the thr~ 
witnesses and an nffi<'!•r 
authorized to admimster oaths 
under the lawt~ of the State 
where acknowledgement occurs 
or else the declaration shall he 
utterly void and of no effect. " 1s 
This would seem to require at 
the lea~:~t that the declarant's 
signing take place in the 
presence of the witnesses and 
that the witnesses' attet~ting 
and subscribing take place not 
only in the presence of the 
declarant and of the other 
witnet~ses but also in the 
presence of the Notary Public. 
Further, perhaps, the 
declarant must also sign the 
Declaration not only in the 
presence of the witnesses but 
ulso in the presenee nf the 
No tan• Public. Lastly, ~ .. rhaps, 
the :\otary Public mut~t also 
"attest and !!Ubscrib .. '' th .. 
papers in the presence of both 
the declarant and the 
witnesse!!. 
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The A• ~·s form provid~ it.s 
only si~x.aturt- lines for tht> 
witne!!se" followin~ their fam 
nf Affirl;.\'it :e Perhap~ :.iw:! 
may be t..i\t.>n as an indication 
that the \' itnes.;t'S are to attest 
and sub,.,ribe, as well as be 
sworn, in the presence of the 
Notary I'ublic. Confirmation 
might be found in the form of 
Ackno~ iedgt-ment which 
states that the papers are 
"subscrilwd and sworn to 
before ... I the Notary Public] by 
[the witnt.::Jses].'' 17 
If the witnesses are to attest, 
i.e. witness, as well as subscribe 
and be sw .1m in the presence of 
the Nota,·y Public, as argued 
ahov.-. th, :'1 perforce the Notary 
Public must bt' present when 
the deuarant signs the 
Declarati~>n because, of course, 
it is at rhat time that the 
witnesses witnrss the signing. 
If all .,f tht> acts of the 
declarant and of the three 
witnesses art> to take place in 
the pres, nee oJf the Notary 
Public, tht'n, perhaps, not-
withstano. !1 g the depattur~:: 
from no•:mai practice. the 
Notary P ,.hlic ,·,)o .. llJ bt: said to 
"attest . :d ,.ub;;;.-nbo:;' Lhe 
papers "t.en he signs the 
AcknowJ,•.!gemt'nt. The Notary 
Public i:o n11t usually thought of 
as being .>n acrual witne!ls to 
the execut oon of the paper itself. 
The condusions to be drawn 
from thi~ disl'ussion of the 
ritual (It ~Xd'Ution of a 
Declarat1,.n an· first, that the 
cautious .• ttorney will require 
that tht> wh,J!e T'itual be 
accompli~ !wd in the presence of 
the deri..~rant. the three 
witnt>sses and the Notary 
Public, and, sn·nnd. that the 
Act need;. rt>visi "~" to c!arifv the 
ritual rt·q~.irl•m,·ots. 
Anotht·: <jUt·stwn ~xists as to 
the prop•·r function of the 
State's On; buds man acting as a 
witness in tho~:~e cases singled 
out by tht" Act.:· The Act states 
that the leg};.lative inttmt 
supporting the rt>quirement is 
to provido "spn·ial assurance 
that [su< h patients] ... are 
capable o•r wilfully and volun-
tarily ex•·· utin~ a directiv.:. " 1" 
Attornev" sh,Juld anticipat~ 
that th; Cmh~(!sman will take 
on an . divt: !'oie in tht: 
ext>eution uf the Declaration, 
inqu1rin.; A th£· declarant and, 
perhap.::l. , f uth•·rs aware uf the 
declarant's condition u to the 
declarant's capacity and 
freedum from undut> influt.>nce. 
However, the Ombudaman haa 
no mand<1te withm the Death 
With Dignity Act to go beyond 
those conc.·rns and to explore, 
for instance, the substance of 
the declarant's decision to 
forego life sustaining 
procedures or the t:>ffect uf the 
declarunt't~ signing of the 
Declaration. In those further 
ml\tter!il the OmbuJanuiu will 
invoh;e hinuwllf aa a volunteer. 
D. Leral Effect ol the 
DeclarauoD 
A broad statement of the 
legal effect of a Declaration wu 
publi~thed in the April, 1986 
i.uue of The Tranacript. 24 Very 
briefly, where an adult31 hu 
duly executed a Declaration, 
unrevoked by her, where ahe ie 
then found to be in a "terminal 
condition,"~2 but not prer-
nant,l3 and where ahe hu been 
given at least six hours ol 
"active treatment,"l• then •·life-
suataining procedure•"""~ may 
be withheld or withdrawn.• 
Where no Declaration haa ~n 
executed the Act providea that 
no presumption aritlt.'s ae to the 
patient's intention to conMnt to 
or to refutlt.' "death prolonrinc 
____ ..J "~7 
PruuNIU'eS. 
E. Doubta u to the Lecal 
Effect of the Declaratioa 
1. Tlu Tt!:rt of the Act 
One result of the stormy 
paNaiJe of the Act through the 
legialative process is that the 
text of the Act is rather poorly 
organized. To eke out the leraJ 
effect of a duly execuwd 
Declaration from a reading of 
the Act is itaelf quite a tad. 
Reference iii requind to 
SectiQns 3, 58, 7, 8. 9, 10. 11, 12, 
13A. '138 and 14 of the Act, but 
most definitely not in that 
numerical order. Any reviaion 
of the Act should effect a 
clarifying re-ordering of tha 
Act's contents. 
:l. Effutivene•• oft~ 
Declarauun 
Several upecta of the Act'• 
statement of the legal effect of a 
D.lclaration give · ca uee !or 
concern on the part of attvmeya 
aaked to druft DedaraUllDa for 
clienta and to ase.110t in their 
execution and efft!i'uation. The 
Act n.oquire. that d~clar&nt.t be 
adulta, withuut. howeYer, 
definini' aaulthood. One would 
1.{ 
expect that the normal 
definition of an adult as one 
eighteen years of age would 
apply, and that thought is 
buttressed by a reference over to 
the South Carolina statute 
governing post-mortem eifta of 
body parts, which allows 
persons of that age to make 
such gift8. 28 The Act would be 
improved, however, by a 
clarification of the meaning of 
ita use of "adult." 
"Terminal condition" is 
deiined in the Act,''9 but it is 
also and further defined in the 
Act's form of Declaration,ao 
leading, perhaps, to some 
confusion. The Act's "injury, 
di11ease, or illness from which 
... there can be no rec-overy ,"31 
becomes, in the Act's form, "an 
incurable injury, disease, or 
illness ... a terminal condi· 
tion."32 Where the Act posita 
"df''lth is imminent without the 
use of life-sustaining proce-
dures,"33 the Act's form reads, 
"death will occur without the 
use of life-sustaining proce-
dures and where the applies· 
tion of life-sustaining 
procedures would serve only to 
prolong the dying process. "34 
The Act's "the person's present 
condition is confirmed by a 
physician other than the 
attending physician to be 
terminal"~~ and that to be 
within a "reasonable degree of 
medical certainty,"38 becomes, 
in the Act's form, "certified to 
be a terminal condition by two 
physicians who have person· 
ally examined me, one of whom 
is my attending physician.''37 
Revision of the Act must 
involve a careful consideration 
of the clarity of the definition of 
the circumstances in which the 
Declaration becomes effective 
and then governs medical and 
surgical treatment decisions. 
The Act further require• that 
the declarant in a terminal 
condition38 be administered 
"active treatment for at least 
six hours prior to the 
physician's acceptance of a 
declaration. " 39 Presumably, 
that last means that that period 
must pass prior to the 
physician's giving effect to the 
Declaration, but it shnnlli be 
revised to make that dt'ar. 
"Active ttea.tment'' is defined 
aa that due a person "in the 
abs~>nre of any termmal 
condition."40 Presumllbly, thi11 
requirement was tacked on to 
- .. 
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establish the safeguard of a 
minimum period of minimal 
care prtliminary to and, 
perhaps, in some caees in 
a voidance of the need for 
putting a Declaration into 
effect. It hardly seems 
appropriate, advisable or even 
likely, however, that a 
physician will subject a patient 
in a tern1inal condition to a 
course of treatment sutiable for 
non-terminal patienta for any 
period of time as a preliminary 
to, let alone in an attempt to 
avoid, putting a Declaration 
into e(ft!ct. Instead, the 
physician will deliver the level 
of treatment due terminal 
patienta during the grace 
period. It t~eems, therefore, that 
the required six hours of active 
treatment should be defined 
with refert!nce to the treatment 
appropriate to the plltlP!'lt's true 
condition whatt'\"er that m1111ht 
be. The Act needs revision in 
this reaped. 
3. Revocation of th~ 
Declaration 
The Dedaration is ineffective 
if revoked and the Act provides 
for methods of revocation.41 
Deoclarations may be revoked 
"by the declarant without 
regard to his physical or mental 
condition."42 Revocation by a 
verbal exvressiun communicat-
ed by the declarant to his 
attending physician is one 
allowable method. •3 Combined 
with the euse and the simplicity 
of the various methods of 
revocation, including a mere 
verbal expressi,>n provable by 
parol, this establishment of 
seemingl:Y univt:rsal capacity to 
revoke a I >eclaration put. into 
serious question the utility of 
malting a Declaration. 
If a declarant, entirely 
incapacitated mentally at the 
time requ .. ·IJted to do so, may 
effectively revoke his earlier 
Declaration by destroyina tbe 
n,claration or directing 
another's destruction of it, •• by 
silfOing and dating a written 
revocation "expressing hia or 
her intent to revoke,"45 or by a 
verbal expreasion of his intent 
to revoke,u then that 
declarant's wishes are at the 
mercies of any physician or 
other pers .. n in contact with the 
declarant at tht" time he finds 
himself in d terminal condition. 
Any per11on opposed on 
principle to. reluctant to 
effectuate or merely nervoua 
... .;;-·--~): .......... ~ .... · .r -·. •• ..-.;.~. :;....• .... :.~· .... ... 
about the validity of a 
Declaration might then over-
ride the Declarauon by the 
simple expedient of asking, and 
perhaps gl!tting, the incapaci-
tated declarant to asst!nt to a 
revocation. 
If. instead, the Act'» two 
mentions of the declarant'• 
"intent to revoke"47 are to be 
read to modify the meanina of 
the language "without reaard 
to his ... mental condition," .a 
that the latter is not taken to 
allow an incapacitated 
declarant to revoke a 
Declaration, he not being able 
to form such an intent. then the 
Act requires reviRions to make 
that interpretation clf>ar. 
Reliance on the courts to make 
that connection and to come to 
that conclusion may engender 
significant expentM! and delay 
in the individual case. 
There art' other problema 
raised by the Act"s statement o( 
the methods of revocation. 
Suppose a Declaration ia 
executed in mu.ltiple uriginala. 
WiU destructaon of onl:" of the 
orilfinals effect revocauon of 
juat that one onginal or, rather, 
of all of them? Where a 
Declaration is revoked by 
deatructionu at what point in 
time is the rt'vocation 
effective?•" Aa to the timing of 
the effec-tiveness of written 
revocations.~ 0 a matter 
dependent upon communica-
tion of the revocation to the 
attending phy.Ucian, may any 
person communicate the 
revocation on behalf of the 
declarant or is the Act'• 
reference to the means of 
communication rneaninl{ful? 
A. to revocations by verbal 
expresaion communicated by 
the declarant to the attending 
physician;~' why doea the Act 
contemplate the possibility of 
the time of the revocation bein1 
dift"erent from Ult' ti111e of it.lt 
communkarj,;~ to thP. r-hyai-
cian, how could tl1at occur? 
TheM quetitiona nt:ed answers 
and the Act needs rev"illion 
accorchngly. 
4. Coruequ.tmces of an Eit~cu~ 
Dt·cla.rat~rt 
a. Medical Coneequencea 
An adult's duly eJ..<::<.'U&.ed, 
unrevoked Declaration, 1J11ven 
the dtfinN medi,~al condi· 
ti0n11,'2 ia itUppo~ to result in 
the withholding or withdrawal 
of "!ife-su~ttain>ng pro(;e-
-
dures."~3 There are problems 
with the Act's definition of "life-
sustaining procedures." 
If death will occur "whether 
or not"54 such procedures are 
utilized, they are arguably not 
life-sustaining procedures, and, 
perhaps, there are no life-
sustaining procedures for that 
patient. Evidently, the Act 
should be revised to define !if~ 
sustaining procedures as those 
such that "death will occur 
without the use of such 
procedures." That is the 
formulation which appears in 
the Act!s form.56 
The exclusion • from the 
definition of life-sustaining 
proced urea of "medication" and 
of "treatment, nutrition and 
hydration for comfort care and 
alleviation of pain"&& seems to 
carry with it the implication 
that no physician is relit>v~.i nf 
responsibility for supplying 
such procedures by the 
existence of a Declaration.57 
Thus, the physician seemingly 
continues obligated to supply 
such procedures, at least for the 
purposes of comfort care and 
the alleviation of pain. This, 
however, seems to be in partial 
conflict with the recently 
adopted statement of the 
American Medical Aaaociation 
which allows for dispensing 
with medication, nutrition and 
hydration without qualifica-
tion.H Perhaps, instead. 
although it hardly seems likely 
that this was the lt>gislative 
intent, the Act is to be read 
merely as excluding these items 
from the group of life· 
sustaining procedures, as to 
which a Declaration is 
necessary to justify withhold· 
ing, and thus to indicate that 
these items might he witJ-.hrlrl 
evt>n without a Declaration. 
The Act requires clantication 
and, perhaps, some revision in 
respect of medication, treat· 
ment, nutrition and hydration. 
b. Legal Consequences 
The withholding or with-
drawal of life-sustaining 
procedures, in accord with a 
Declaration and the Act, 59 does 
not constitute suicide on the 
part of the declarant-
decedent.6" Nor does it lead to 
civil or criminal liability on the 
part of the physician acting on 
the Declaration. 
A physician who acta on a 
Declaration "is presumed to be 
acting in a-ood faith .. [and} is 
-as-immune fmm CIVil or (sic) 
criminal liability."41 The 
·• physician must yet avoid 
violating ''the standard of 
reasonable professional care 
and judgment under the 
circumstances "a a to be so 
immune; and he must not fail to 
effectuatt> a Declaration 
altogether if he would avoid 
engaging in "unprofessional 
conduct."•• 
Otherwise, the physician and 
other persons involved with the 
declarant and acting on or in 
connection with the Declara· 
tion need to avoid coercion of 
the declarant, 64 fraudulent 
inducement of the execution of 
a Declaration,'~ the knowing 
aiving of false information 
relative to a Declaration, .. and 
affirmative and deliberate acts 
and omise10ns to end life. 87 
Thus, they will avoid civil• and 
criminal6• liability under the 
Act. 
Physicians and other persona 
anticipatint{ being involved in 
the health care of a declarant or 
of a prospe.·tive declarant need 
to be awarr of the varioua civil 
and crimi,;al penalties thua 
associated with the miauae of 
the Act. It .,hould be apparent, 
however. tLat the Act's cursory 
mention of r he mere existence of 
the penalth's falls far short of 
an adequate statement of the 
actual operation of such 
penalties. The vagueneu and 
overly broud statement of the 
penalty prnvison11 may turn out 
to be a very important factor 
in the workability of Declara-
tions under the Act. 
While tht: Act does state that 
"a physici:•n who reliea on a 
declaration executed under this 
act, of which he has no actual 
notice of revocation ia 
presumed tu be acting in i'ood 
faith ... [and] is immune from 
civil or cnminal liability ,"'78 
and it also staks that '1tlhe 
attending ~·hysician may rely 
upon a signed, witnessed, and 
dated declaration ... [in the 
Act's form 1;" 71 the Act, 
however, then continuea, 
"which [th<! form} has been 
signt>d by the declarant in the 
presence oft hree witnesses who 
state that .. 72 and who [the 
witnesses] would not be entitled 
to ... {n}o more than one witness 
may be .. {a) witn.-u to a declar-
ation may not be ... . "7S The 
above-refert need factual state-
:-.. . .;.. ·-· 
menta, concerning the 
execution of the Declaration 
and the q 11alifications of the 
three witnuses. are all matters 
that are very likely not goma- to 
be within the knowledge of the 
attending physician later uked 
to rely on a Declaration. The 
Act also statu that the Declara-
tion must be duly executed ••or 
elae the dedaration shall be ut-
terly void and of no effKt. ..,. 
and, again, that the "declara· 
tion shall have no force or effect 
••• ,'01~ and, lutly, that if the 
declarant is pl'f'guant, .. t.he 
declaration ~thall have no {OI'Cit 
o{ (l!llc) effect during the COW'M 
the declarant'• pre-."'ancy .. ..,.. 
The Act gives no clear an.wer 
to the q ue11tion whether 
Declaration• in the correct form 
.i'Hi ,., r-p:~ ~~·."l rly, propt!rly 
ex~cuted m.:.y b,• relied up.m by 
physicians, It-t alone by other 
persona, not aware of defect~~ in 
their execution. Nor doe» t.he 
Act provide a forum for 
de-ciding the question of the 
n~!idity of the individual 
Ded;;~rn.:.wn. But, of couriM!, the 
Act should not provide such a 
forum; it 11hould not even be 
nect>ssary to go w a f,)r\UD to 
validate Declaration& in the 
normal case. Rather.• to 
effectuate the policy of the Act. 
the protection of the declarant'• 
effective control over decision• 
concerning hi~ health care.~~ it 
ought to be ~tufficient in all buL 
extraordinary cases to have a 
Declaration in the correct form 
and apparently. properly 
executed. Phyaicians and 
others ought to be able to rely on 
such a Declaration without 
risking civil and criminal 
liability. Apparent, proper 
execution of a Dedaration in 
the correct form should aell-
validate the Declaration. 71 Tb.e 
act needa revision to make it 
clear thac such Declarations are 
self-val ida tin g. 
F. Concluaioa 
Attomeya need to be aware 
that the law that is coming t.o 
govern the so called Living Will 
is no simple matter. EJtperience 
will teach us that the gl"\ring or 
directions concerning the 
making of life and death 
decisions, in the expectation. 
that they will be bindini' upon 
our phyaic1ana and our 
!amiliea after we are no longer 
able t.o make 11uch deciJuon .. on 
6 
our own, is in reality a very 
complex matter. The governing 
law is already complex, as 
shown above, and it is bound to 
become more complex whether 
or not the Death With Dignity 
Act is revised as suggested in 
this article. Revision of the Act 
would only avoid the delay, the 
expense and the uncertainty 
involved in the development of 
the law throflgh the decision of 
individual cases on appeal. 
Meanwhile, attorneys should 
recognize the various problems 
presented by the Act as it has 
been enacted and they should 
be prepared to protect their 
clients against the exposure 
resulting from dealings with 
the Declaration Of A Desire For 
A Natural Death. 
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woukl Mrve unly to prolonc dM dyia1 
p-., ... :· 
31. Act 12.d 
32. Act IS. 
33. Act §2.d 
34. Act §5. 
35. Act §3. 
36. Act §2.d. 
37. Act f5. 
38. Actuall} the Act §3 poaita "life 
thratenintr illnes- that aractiacna.d 
aa tarminal," to further confue the 
iM- of deiin.ition aad -~ 
addJeNed iD the text accoapaayiq 
fOOUlo- 29-3 ';'. 
39. Act §3, a..cond para,raph. 
40. Act l2.e detlnea active tna&meat 
ae "the eta ndard of reasonaltla 
prof~onal c"re that w.,.Ud be Ntltiered 
by a phyllician tO a pauent iD tbeabeenea 
oi aay termin~<l cond&uoa iDcl...W.. but 
aoc hmiled to hat~pitalizatioll and 
medication." 
41. Act §6. The act requi...,. th .. the 
Declaration lk't fonh the met.boda ol 
rev{)('ation 1n bold·face pnnL Act f5.l8M 
pan,raph; - text aa:om.,.ayiac 
footnota 10. 
42. Act §6. 
43. Act §6.3. 
44. Act §6.1; - the Act'a form ol 
Declaration. publieh..d in J. LeBlanc, 
The South Car.>lina O..llth Whh Dilftity 
Act, Th~ 1'ranscr&pl ~9 (April, 1986). fw 
the fuU text of Act §6 on the method. al 
revocauon of lleclarations. 
46. ,,ct 16.2;- footnote 44. 
46. Act f6 3: - footnote «. 
47. See Act §§6.2 and 6.3 fow their 
ref81'8Dcea to "wtent to revoke." Nocethat 
Act f6.1. all. wine for revocacioa by 
deauuction of the [)Klaration, baa DO 
refft<enc:e to the declarant'• iDtaat 10 
revoke. 
48. Act f6.1. 
49. Compa"' the §6.1 coverap al t.bl8 
iaeue with that w1th respect to 
revorauone b~ written inatriiiD8Dt, Act 
§6.2, and thoet- by verbal ex~aa. Act 
§6.3. 
50. Act §6. 2. 
51. Act §6.3. 
52. See wxt aceompanyinl footno«ea 
29-40 
53 Act §.l. "L&fe-auataininl 
proeedurea" ~~ defined •• procedurea 
"whach would """"e only to prolong the 
d)-intr proceu wher~ in the JIMiiJil•nt 
of the lltwndl"l phy~1dan, death wiU 
occur wheth··r or not (aiel auch 
pl'OCI!durN a"' .tulized (not incluchntrl 
th• adminiatrbllun of medica bon ... (nor) 
treatment. nut:1tion ... nd hydration for 
comfon •·are "' alleVlaUon of paan." Act 
!i2.b Compllr.- the March 15, l!i<tl6 
Statement of t.l.r Colln<'li on EOucaland 
Judicial .<\If au,. oft.he .\mencan Medic.U 
""-on•t.ton. · ttlur humane reaaone. 
wit.h informed. onwnt. a phyunan may 
=-... .;• ..... 
do what ia m...ucaUy nac:-Ary tu 
aJt.v\ate .. ,.re p&ln. 01' oeaa or oln.it 
[life p.Uoncm1 medical} tl'lta&ment to 
permit a termin.ally iU patiatlt wboee 
death ia imminent to d1e ... Even II deaUII 
ia not imminent but • pauent'a eoma ia 
beyond doubt irrevenable and therw an 
adequate aafearuarda to confirm the 
accuracy of the dapa.aa and Wlth the 
concurrence of thoae who have 
reaponaibuity for the care of the patient, 
it U. not unethical to diacontin 1M all 
meaJt.a of life prolon~rtnc medlcal lftat· 
manL Ula proloncmc medical traeL&Dant 
incluciH medic~ttion and anaficaUy or 
technolotlically aupp,lied rnpataQoa. 
nutrition or hydr•tion." 
M. Act §2.b 
M. Act §5. 
58. Act 12. b. 
57.1a actuhty.Act§2.b.wtea thatch. 
Act's delin1t10n of life·•ust•&ninl 
procedure& ia not mt>ant to att.d 
(netrate?) the reepon•ibality ot W 
atteadinc phyllician to provt<k 1M 
u.atment, nutntaon and hydraQOD, 
while omiUin& to 10 not'er to Ute 
medication u well. 
58. See footnote 53. Now that the Ad 
nfan to "'l:reaL&Dent. nutritloa aad 
hydration for comfon ca ... ur Allevia-
of pain.'" Act §:!.b. Whit .. nut malunc a 
llimilar distinction w1th rupect 10 
medicauon, the Act -..en .. to dt•LinaruUa 
behnen, for 1n.umce. nutntlOD a 
comfort •ad lu .Wp piWI llnd Dllln-
for all oU.er p~. e.tr.. -!Me 
aarvival, and, thu•. to allow a 
Declaration to have the etf..rt oJ 
ctiapeallin~r Wlth the latter but DOC WltD 
the form«. 
68. Act 13. 
60. Act §9. 
61. Act §7. 
62. Act §7. 
63. Act §8; this III!Ctiua do. ptupar1 te 
aaw the phyllician who. llllwillulc 
himMJt to etfttetute a U.Ciara~»A. 
maltaa ''reaaonable el!orta to etf.oot."t tba 
baltafer ol th~ peuent to anoUI• 
phyiiiCian who will effi'Ctuate \be 
d.claratioa." Praumably, then .. ._ 
WlproieU&onal .:onduct nn the part ol 
that phy.acan. 
64. Act §10 ata!N that no penoa "'ill 
Nqlliftd to aicn a dedaratlon aa a 
condition for .. maurance . .. ......oc.l 
tr.a_,t or ... be1n111 adauu.d le a 
hoapltal or 1uu·••n1 home Caality • Ad 
§ 14 criminalia• che coernoa aDd tM 
fraudulent induc.ment of the necutloa 
of Dac:larauona 
66. Act IU defin• u m\ll'dow tb.. 
eo.roon and fraudulent iDducemen& al 
the eueucioa of a O..:luauoo follu ... 
by withdrawal of treatment or -· 
tnacmant .... ultma 1n d•th. 
641. Act §l:l(AI detin.,. u mard.ar the 
lr.noonac pvin1 of falw mfonaa-
relatlve to a DeciaraLion follow<ld by the 
withholdintr or withdrllwal ol bf• 
auuun.intr pro..'l"duru re11ulunc •D the 
dac.larant'e dea&.h. Ae1 ~1 :..Biata- that 
where auch fal ... m{ormllUon lead• oot 10 
the <kath of ch.- dtodarant but, n.Ull•. 10 
"further expen ....... •• " r ... ult of the 
withdrawal or nontn•L&Drnl. m CllnBI 
for the declarant, &.he peraon (who 
provtcuw the !aloe intormauon I ia 
,...pona&ble (Of' the paym~nt uf th-
funher exptona ... " 
l7 Act §l 1 "Xfueuly dem• AfllJ"OYaJ 
10 ··mf!n.'y ltilhD 1." wlule peruutU•~il "tbe 
natur.U IJI')CeM <•f dyanc." 
all .... ct 11318• 
fl9 Act §II.!IA, aDd 14. 
70 Act §7 
---..._ 
7 
71. Act 14. 
72. Here and hereafter varioua factual 
atatementa appear in the Act; they are 
omitted from thia test beca- of their 
leni\h. See Act §4.3. 
73 Act §4.3. 
74 Act §5. laat paragraph. 
75 Act §5A 
76. Act §58. 
77. The Act'a preamble 11tatea ita 
policy: "adult persona have tl.e 
fundamental riaht to control the deciaion 
relatin& to the renderin& of their own 
med1cal care. including the deciaion to 
have life-auataining procedure• withheld 
or withdrawn in inatancea of terminal 
condition," and al110 the Act'a purpoee: 
.. that the ri&hta of patient& may be 
reapected even after they are no longer 
able to participate actively in deciaiona 
about themHlvea." 
78. The Uniform Riahta of the 
Terminally Ill Act (URTIAl, offered for 
omactment by the National Conf,.,.n..,. 
of Commi11aionera on Un1form State 
La wa. includes •uch a provision. U RTIA 
Ill, 9A U.LA. 19Mti Supp. 455. The 
URTIA •• a valuable modt'l of rt'form 
ava•lable to S.1uth Can,lma letJl&laton 
inten'awd in the rev1aion of the Death 
With Di.rnity Act. 
fk ~1f1SCr;~ 
(SrA r_t, f1 "J" ,;~ I l'i'6) 
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-88- Marilynn H. Koeber 
S.C. Nurses' Association 
South Carolina Nurses~ Association 
1821 GADSDEN STREET 
COLUKBIA. SOUTH CAROLINA 29201 
TELEPHONE 252·4781 
I am Marilynn H. Koerber, appearing on behalf of the South Carolina 
Nurses' Association, Gerontological Nursing Special Interest Group. 
Speaking for my registered nurse colleagues, I'd like to share with 
this audience what nursing has accomplished and what nursing plans to 
do to make real nursing's commitment to the health and well being of 
. 
older adults in South Carolina. "'' ~ '\.. 
First, nursing has an excellent track record both of work and of 
commitment to the {i_xhuberali]. well being of of older people. The 
American Nurses Association was the very first health professional 
association to support health insurance for older Americans ••••• ~ay 
bacJQin 1958. More lately and more locally, South Carolina nursing has 
been involved with and for older adults in three major areas: in 
training, in research and in service to older adults. I'd like to 
give a few examples of accomplishments in each of these three areas: 
\Y".;,.,,'P~ 
1) the University of South Carolina, Columbia, College of Nursing 
provides every undergraduate nursing student an entire semester of 
clinical and classroom experiences with older adults. 
2) The College of Nursing at USC-Columbia developed in 1984 a 
gerontological nursing master 0 s degree program with a large number of 
~ti.t~Unt, .A,_f'icll.n n~~ · .A~, 
--..... 
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students currently enrolled. 
3) The professional nursing or'ganizations all have called repeatedly 
for additional training in aging and for good quality learning 
experiences for nursing students and for working nurses. All nursing 
programs in South Carolina have worked hard to accomplish this aim. 4) 
Nurses also do training in the state by teaching in every Summer School 
of Gerontology in SC and lately have provided a considerable amount of 
high quality, low cost training for Department of Mental Health staff 
and mental health specialists. 
5) The College of Nursing at USC, Columbia, also has just received 
Federal funds to establish a statewide geriatric nutrition training 
program. 
Another area where nursing works for older adults is in its research 
which often focuses on issues and problems relevant to older adults. 
For example, current research projects include work on knowledge of 
cancer and among older adults, self breast examination practices of 
older adult women, improving self esteem among depressed 
institutionalized older adults, stress of the caregivers of older 
adults and identifying older adults' practice of health promotion 
activities. 
~e~u\ ~~: 
Last, perhaps nursing's best known avenue of demonstrating commitment 
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to older adults is in the realm of service. Clemson University's 
College of Nursing sponsors a nursing clinic wherein older adults may 
receive at low cost a wide range of disease-preventive and health 
promotion services from nurses. The College of Nursing at USC, 
Columbia has contracted with the Council on Aging of the Midlands to 
provide the registered nurse surveillance and program management for 
homemaker and respite program of that agency----providing highly 
skilled master's degree nurses the frequent contact with older adults 
in their homes which will assist them in their problem-solving. 
An area of great need for nursing practice, present and future, is the 
care given older adults in nursing homes. The 1983 Institute of 
Medicine report recognized the lack of knowledge and skills among 
current nursing home nursing staff. To some extent that fac~or may be 
...... ~ ..,. 
responsible for the U.S. Senate Special Committee on Aging May, 1986 
Nursing Home Care Staff Report which cited South Carolina's skilled 
nursing homes with significant percentages of deficiencies in 
inspection reports. On a brighter note, the Robert Wood Johnson 
teaching nursing home demonstration project in several areas of the 
nation has demonstrated fully that nurse involvement in nursing homes 
can improve the quality of life for nursing home residents, if there 
are enough appropriately prepared nurses meaningfully involved in 
the nursing home. To further insure to the public that good standards 
of excellence are established and recognized, nursing itself has 
developed a certification process in most specialties of nursing 




Nursing is also working hard to move with health care in general 
outside the hospital walls to where the client is: in the workplace 
and in the home. Nurses are a vital part of case management and 
provide unique service in comprehensive, coordinated care to the 
older adult with complex needs who lives in the community. A major 
objective of nursing in South Carolina is to improve access to nursing 
for older adults. We believe that access to registered nurse knowledge 
and skills will improve the life and well being of older adults. 
I urge this committee's recognition of nursing's aim for older people. 
I further urge this committee and this public to help nursing make real 
its commitment to the health and well being of older adults in South 
Carolina by sharing with us your ideas and your enthusiasm. a 
~· ~ ~ 
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By leor ~owell, 7611 terry St, Columbia, SC 2Q20~,776-176• p~one 
10-l-t6 
If my ~~ year old mother is here I will introduce her as a 
specific example of a person who h~s no institutional place to 
go based on financing by social security, medicare, and medicaid. 
If I do not introduce her it means that she was unable to attend. 
!his year my rr;other became messy around the house. In July 
1'~6 I experienced limited knowledge of trying to obtain nursing 
h~ intermediate care. All plac·,s had a long waiting list. 
However I was allowed to admit her for intermediate care for two 
months evaluation. The records of the irian ~ursing Center, 
rorest Drive refelcted that physically, mentally, and hygenically 
in August 19~6 she was in too good a shape to qualify for 
intermediate instituti nal care. This record conflicts with 
my home experience with my mother. To account for the institutional 
evaluation difference, in :'1y mind, is that maybe tf:e working aids 
were not fully alJfare that a go·)d report was not doing my mother 
any favors, or that the close proximity to three other patients in 
the sa~e small room may have stimulated her to be near ~rfect 
hygenically. · 
!he patients pQthgualifyin~ for intermediate care fall through 
to what would appe~~;a safety net of boarding home care. Needy 
patients do not qualify for boarding home care. 
1. rirst, the boarding home gives priority to cash customers. 
2. Second, the boarding home do· s not want old, old people. 
3. ?~ird, the boardin~ ~ome does not want patients of any 
age who mess up a rug (anc I do not blame them~. 
4. Fourth, boarding homes select the best patients they can 
get, and that selection does not include Tolunteering for 
disagreeable house cleaning. They want the youn~est, 
healthy, alert, old person who has a number of years left 
in good housek~eping. 
We need a level of care physic~lly and financially attached 
to the intermediate nursing care institution; so that the two levels 
can decide within their own organization which level of care the 
patient qualifies for and not bounce the patient out the door and 
say go find a boarding home which does not really exist for the 
needy. 
I have enclosed my mother's experiences at home for th ~onth 
of September 19~6. ~e have papered a yellow brick road from her 
bed to the bathroom. And have turned over chairs and removed 
cushions in order to restrict her to one 'izsxx~ vinyl covered 
chair. She is worse in September than she was in July. It makes 
for better re ding than spoken. 
-
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~lderly Support Facilities: 
Financing 
SKII..L.D t.URSit~G .l;Tedieare pJ us ~·1edicaid 
- ------- -
Ditto 
Old elderly not qualifying for above 
First choice is eash 
furnished by patient -
---
--... -
iOArt~l~G ~OM~S Second choice is lesser 
* This group selects the funds of medicare and 
healthier new elderly-- ~edicaid. 
leaving the old and so~eti~es messy elderly with no facilities. 
With waiting lists up to two ~ears, eYen new elderly have 
access probleMs. If patier:t messy, say on~ ru~, would 
result in rejectior.. 
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Iva ~owell, age ~~, experiences at home at 7611 Terry St., 
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-95- Mary Heriot 
S.C. Federation of Older Americans 
3302 West Campus Road 
West Columbia, South Carolina 29169 
Phone: 796-967'2 
I am Mary Heriot, speaking on behalf of the S. C. Federation on 
Aging. Our organization wants to take this opportunity to thank the Joint 
Legislative Committee on Aging for all that it has done for the state~s 
older population. The Committee~s efforts have helped to make South 
Carolina a leader in the field of aging. · 
As all of you know, the aging population is increasing at a faster 
rate than is any other segment of the population. Given both the 
increased life expectancy and the decreased birth rate, this trend is 
going to continue and even to accelerate for the foreseeable future. We, 
therefore, want to stress the need for both long-term and short-term 
planning. 
Several years ago, Governor Riley appointed a "Blue Ribbon Committee 
on Aging". This Committee developed a state plan for aging to the year 
2000. We request that this plan not be shelved when this governor goes out 
of office. We would like to suggest that a special committee of senior 
citizens be appointed to review and update, if necessary, this plan and to 
determine priorities for implementation. 
The Federation on Aging recommends that all State, Regional, and 
County Plans for Aging be comprehensive plans which include service plans 
for persons who can pay on a sliding scale basis, as well as for those 
persons who cannot pay. We suggest that planners consider ways of 
accepting volunteer services either from the client when he recovers from 
- an illness or from members of the family as a method of paying for 
service. 
We recognize that most persons plan for their own retirement when 
they are between the ages of 55 and 65. We have noted that with the 
closing of plants and mills and the general emphasis on reducing costs, 
many people in this age group have lost their jobs and have been unable to 
find suitable new employment. We strongly recommend that the State 
aggressively enforce its Human Affairs Law which prohibits age 
discrimination in employment. Citizens must not be denied the opportunity 
to prepare for their own retirement years. 
Older people are less homogeneous than any other age group. Time 
makes us more different--not more alike. We feel that the state should 
eliminate its mandatory retirement age. It should also dispense with the 
prohibition of engaging a consultant who is over the age of 70. Just 
think--the State could not hire or pay for consultation either Ronald 
Reagan or Strom Thurmond! 
We think that the State should plan for share-a-job programs and more 
part-time employment, so that people who are preparing for retirement can 
ease into this radical lifestyle change. Incidentally such programs 
benefit other age groups, too--such as mothers and fathers of young 
children, some handicapped people and already retired persons. 
The State should enact legislation that would make it illegal for an 
agency to deny services on the basis of age. Most State Agencies would 
surely say that their services are available to all ages; nevertheless, 
-I-
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subtle discrimination in services does exist. Those agencies that do not 
serve a reasonable proportion of older persons should be required to 
publicize their services where older people could be expected to get the 
information. 
And lastly, we are aware of the fact that many South Carolinians 
have inadequate health insurance. Medicare is so flawed while Medicaid is 
so restrictive! The State should study the possibility of implementing an 





SC Retired Educators Association 
421 Zimalcrest Dr. 
Columbia, SC 29210 
The South carolina Retired Educators Association is an organization 
that is devoted to the general welfare of approximately 5000 retired 
educators in South Carolina. Even though there are more potential 
members, we are asking for help that would ease the financial burden 
on the older retired members, non-members, and state members. 
As you realize, the salaries of present educators have risen 
considerably during the past few years, and we are happy for them, 
but our greatest concerns are for the older retiree who spent a 
lifetime in his/her chosen career and received a very low salary. 
There were some who worked for script, some received $60.00 a month, 
and even some who are recent retirees received $75.00 a month in the 
beginning. The older ones were required to work until the age of 65 
before retiring, and have at least 35 years of service. Thei~ base 
pay is low, and each time an increase is allowed, it is still small 
compared to recent retirees' increases. There have been some years 
that bonuses have been given, but the amounts were not added to the 
base pay in order to improve their financial base. 
We request a plan that would at least h.elp the older retirees. 
We refer to it as the "one-plus-one" plan --
We recommend that each retiree have added to the base pay $1.00 
per month for the years of service plus $1.00 per month for the years 
of retirement. As an example: 30 years of service plus 20 years of 
retirement would give the retiree a monthly increase to the base pay 
of $50.00. This is a one-time request that should improve the future 
base pay of retirees when a percent increase is allowed. 
A cost estimate has been given by the Director of the s. c. 
Retirement System that predicts that for all retirees to get this 
increase effective July 1, 1987, it will cost approximately $10 million 
for years of service and approximately $3.7 million for years of re-
tirement. But, if the plan were given for the retiree who retired 
on or before July 1, 1972, it would cost approximately $1.8 million 
for years in service, and approximately $301 thousand for years of 
retirement. 
Our second request is for an increase in the homestead exemption 
for elderly homeowners from $20,000 to $30,000 to compensate for the 
high rate of taxation. Our retirees are most anxious to maintain 
their own residences, but recent increased assessments are making it 
more difficult. 
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Third, we endorse the South Carolina Commission on Aging's 
bill which would provide In-Home-Services for all older South 
Carolinians who need that support. Such services as: Homemaking, 
personal care, respite care, health maintenance service, adult day 






2600 Bu-1 St. 
Columbia, SC 29201 
The steady growth of the older population, both in absolute 
numbers and as a percentage of the total population, has 
affected all aspects of society, including the area of 
health. 
The status of personal health in the years after 65 
continues to apply greater stress on the financial health of 
society. The demand for long-term care looms over all of us. 
People over 65 compose 12% of the population but account for 
30% of medical care costs. Today, 56% of Federal health care 
expenditures are designated for this group. 
Infectious diseases have declined overall. We are now faced 
with disability and death from widespread chronic 
conditions, the so-called "lifestyle diseases," like lung 
cancer, diabetes, and heart disease. Eighty percent (80%) of 
older people suffer from one or more of these chronic 
conditions and half of all older people are limited in their 
daily activities as a result. 
On the bright side, because these diseases are related to 
the way we live, they can be affected by changes in 
behavior. For example, the risks and complications of 
bronchitis and emphysema could be reduced by cutting down or 
eliminating smoking. Influenza and pneumonia, still the 5th 
leading cause of death, are preventable through vaccination, 
if only older people knew about such preventive treatment 
and sought it out. 
The shopworn maxim about old dogs not being able to learn 
new tricks does not apply to health promotion. National 
marketing studies and the experience in this state indicate 
that older people are willing to make changes that offer the 
chance for more independent living. 
A number of areas are of special interest to people over 65: 
- Moderate exercise on a regular basis can strengthen the 
heart and circulatory system, reducing the chance of stroke, 
and increase flexibility. 
- Modest attention to nutrition could avoid many cases of 
adult onset diabetes and increase overall resistance to 
other ills. 
- Safety is not just an academic concern. Many older people 
fear falls because they remember seeing their older 
relatives become increasingly dependent as a result. Simple 
environmental changes can reduce the chance of falls. 
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The Commission on Aging and DHEC have developed the Live 
Better Longer project at Governor Riley's request. Using 
existing operating funds, the project works to encourage 
interest in promoting healthy independence among older 
people. 
Local programs ore the key to promoting health before 
disability strikes. These programs have started a variety of 
projects aimed at avoiding the health problems older people 
fear and at the same time adding enjoyment to their clients' 
lives. 
Some programs take a traditional education approach. The HCA 
Aiken Regional Medical Centers and the Lower Savannah 
Council of Governments joined to provide senior citizens 
with lectures given by doctors and technicians. During the 
presentations, participants could ask questions they would 
not normally ask in a doctor's office. Over the past three 
years, the lectures have covered subjects like allergies, 
nutrition, dental health, and depression. 
Some programs are based on community action. The St. James 
South Santee Community Center outside McClellanville used a 
$600 stake to establish such a program. Their project trains 
senior volunteers to help homebound senior citizens improve 
their nutrition and increase their exercise. It has tapped 
the energy and spirit of older volunteers, benefitting both 
those doing the visiting and their homebound peers. Its 
participants have shown dedication and imagination in 
stretching the initial funding over three years. This 
program will be featured in a documentary to be broadcast. 
from ETV as part of a statewide teleconference on health 
promotion for older people November 13. 
In recognition of the spirit, organization and effectiveness 
of these programs, and others in Irmo, Charleston, and 
Columbia, the state has honored them with the Governor's 
Health Promotion for Older South Carolinians Award. 
Programs of all types and sizes are being conducted across 
the state. Most are local in focus. A survey conducted by 
the Live Better Longer project showed the primary subject 
areas receiving attention were nutrition, fitness, safety, 
and effective use of community resources to help families 
cope with the demands of aging. 
The same survey also asked what kinds of support community 
programs wanted to reinforce and expand their services. An 
overwhelming percentage requested printed and audiovisual 
materials, training, and the names of others working in the 
area of health promotion. 
-
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Using this information, the Commission on Aging and DHEC 
have concentrated on supporting this growing network in 
three ways: 
- providing information and technical assistance within the 
limits of general operating funds 
- recognizing existing programs like the award-winners just 
mentioned, and 
- encouraging new efforts by providing community groups with 
support materials and contact with experienced colleagues. 
Given the economic picture this year, no budget request has 
been made for these efforts. But given the growing demands 
in South Carolina and the national attention to. older health 
promotion, assistance will be needed in the future. The keys 
to making the most of local efforts are coordination and 
concrete support. 
Coordination can avoid duplication of effort, one of the 
greatest dangers in isolated projects. A central project 
headquarters with distinct and dependable funding can assure 
a steady source of technical assistance and networking. 
Serving a population this size would require two (2) staff 
trained in health promotio~, information and community 
organization methods and one (1) clerical support person. 
Where such a unit might be housed is less important than the 
fact that it exists at all. Of course, the staff of 
Commission on Aging and DHEC who are currently wotking in 
this effort would continue to offer input. 
Support for these crucial local programs should include seed 
money to translate their enthusiasm into action. The amounts 
of money for 'individual projects could be modest. Any 
recipient should be required to evaluate the impact of their 
efforts. The result could be to replicate successes and · 
encourage the creation of programs in underserved areas. 
This tangible support, coupled with recognition like the 
Governor's Award, can stimulate a project amazingly. 
Aging is a natural process, one that may include some 
diminishing of a person's reserves. More than ever, the 
chronic ills still accepted by many as inevitable can be 
prevented through good health promotion. The knowledge 
exists but it must be shared and applied. 
Community action is the key. For these groups to be most 
effective, they need coordination and concrete support in 
terms of expertise, materials, and seed money. The success 
of health promotion projects for older people will do more 
than just add years to life, their work can truly add life 
to years. 
Thank you for your consideration and your continued support. 
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TESTIMONY PPESENTED TO THE 
Dr. Ernest Furchtgott 
Dept. of Psychology - USC 
Columbia, SC 29208 
JOINT LEGISLATIVE STUDY CO~~ITTEE 
ON AGING - OCTOBER 1, 1986 
by Ernest Furchtgott, Director 
South Carolina Gerontology Center 
Chairman Harris, Distinguished ~embers of the Committee, 
First, I would like to ex?ress my a?preciation for the 
op?ortunity to testify before your Committee. The South Carolina 
Gerontology Center, a consortium of Clemson University, The ~edical 
University of South Carolina, South Carolina State College, The 
University of South Carolina, and Winthroc College is now in its 
second year. The Center's major ai~s are to enhance gerontological 
research and education in the state sucported institutions. We are 
available for consultation and assistance to various state agencies 
and other organizations which need assist~nce with research 
nroblems. There is no other state agency which has personnel 
resources equal to those found at the 5 consortiu~ meffiber 
institutions. ~e o~blish a Newsletter and a Directory of Personnel 
with exoertise in gerontology. A 1986-87 edition will be available 
shortly. 
l'e are currently gathering information on available 
gerontological data bases on older South Carolinians. Various ~ata 
on this population have heen gathered by various organizations. 
Thus, the Budget an~ Control Board's Division of Research and ---, 
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Statistics has an analysis of the US Census Data for South Carolina, 
data on hospital ad~issions, discharges, diagnoses and disposition 
of ratients, some survey data on physicians' and dentists' office 
visits, and some other selected data. Several, not all, of the 
Regional Area Agencies on Aging have data for their own regions. 
The Department of Mental Health has data on admissions, utilization, 
and other information on seniors who were in- or out?atients in 
their facilities includin9 their long term care facilities. The 
Central ~idlands Pegional Planning Council has various types of 
survey infor~ation on about 6500 older persons in the region. The 
S.C. Health and Human Services Finance Commission has its own data 
on long term care patients. The Depart~ent of Mental Retardation 
has its data set. The VA has collected locally data on veterans. 
Despite this seemin0 wealth of materials, i~Dortant for planning and 
policy decision, there is no single source for all of this 
information. The Center is in the crocess of developing a readily 
available inrex. This should also be available shortly. 
We ryrovide a list of sneakers and their tonics in gerontology. 
~;e are gathering an index of available library resources in 
gerontololgy. In addition, we serve as a referral center for 
diverse inquiries on aging, especially on technical questions. 
Durin9 our first year of existence the Center was funde~ by the 
~ember sc~ools. For 1986-87 the Center received a $25,000 
appro~riation from the State. I might point out that most states 
have at least one gerontology center at their state sunoorted 
institution, many have more. Georgia has two centers, Alabama has 
also two, Virginia has two, and so on. In a survey which we 
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conducted last year, the median state appropriation for Centers was 
well over $70,000. 
The low priority which gerontological research and education 
receives in South Carolina could also be deduced from the $300 
million research proposal put together by the presidents of Clemson, 
MU SC, and USC. ~<Ih i le a very large nmnber of subject areas \>Jere 
included and parceled out in the proposal, gerontology was not one 
of the areas included. Yet we al~ know that currently about 28% of 
the total federal budget, approximately $273 billion will be spent 
for the benefit of older Americans. Unfortunately, the last time 
that comoarable data were collected for South Carolina was 1980-81 
when this committee collected such information. While a large 
number of state agencies are providing services for the aged, the 
research efforts of these agencies is minimal since they do not have 
the staff for research. Furthermore, the efforts are 
uncoordinate<'l. 
T,e need for current research and information on the elderly 
for ~olicy and planning ?Urposes cannot be overe~phasized. As you 
probably know, for the decade of 197r-1980 there was a 50.5% 
increase of South Caro 1 in i ans over the age of 6 5. \le had the 
seventh largest oercenta0e increase of anv state. For the 1980-84 
period our increase was 15.5% again the seventh largest increase 
among the states. While many national data and infor~ation are 
aoplicable to the local level, many ~inds of data need to be 
generated on a regional or state basis. ~ata from a recent study by 
the ~ichigan Office of Services to the Aged, for example, revealed 
the need to change that state's policies. T~us, door-to-door -----.._ 
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transit orogra~s, tranitionally viewed as too exoensive, may orove 
to be cheaper than large van and bus orojects which got little use. 
Another interesting finding was that living with relatives has 
replaced nursing homes as the least desirable place to live. Also 
82% of the elderly who owned their homes wanted assistance, 
especially in the form of labor for maintenance and repairs. The 
examples which I have given should not necessarily be used as 
desirable prototypes of policies for our state. They do, however, 
indicate that policy makers need current local information. A few 
ye3rs ago one of my graduate students found large discrepancies in 
the perception of needs by professionals and the elderly in Aiken 
county. 
Carol Fraser Fisk, the new commissioner of the US 
Administration on A0ing, stresses the imoortance of collaboration 
and raising public awareness about senior's needs. The New York 
State Association of Gerontological Fducators (S~CE) has an active 
program of collaboration with the state office on aging. They 
orovide technical ex~ertise to various state agencies. It is our 
hope that the SC Gerontology Center will also serve this function. 
~Je are the only state in which a collahorative arrangement for 
gerontological research has been established for all state supported 
educational institutions. Your continued sup?ort for the Center is 
needed. We are ready to assist you whenever nossible. 
Th3nk you again for permitting ~e to testify. 
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PREPARED STATEMENT OF RONALD A. BURTON, MSW, PHD, PRESIDENT, 
THE CENTER FOR SOCIAL WELFARE CONCERNS, INCORPORATED, TO THE 
JOINT LEGISLATIVE STUDY COMMITTEE ON AGING, SOUTH CAROLINA 
GENERAL ASSEMBLY, OCTOBER 1, 1986 
Dr. Ronald A. Burton 
The Center for Social Welfare 
Concerns, Inc. 
P.O. Box 11758 
Columbia, SC 29211-9990 
Mr. Chairman, I am Ronald Burton, President of the 
Center for Social Welfare Concerns, Incorporated <CSWCI). 
Thank you for allowing me to testify. You maw recall that I 
was one of the final ten (10) individuals considered for the 
newly f1lled position, Executive Director, SC Commission on 
Agir.-:3. I appreciate the opportunity to again address this 
Committee, during this public hearing on issues facing the 
elderly that can be handled through state legislation. 
The CSWCI has an intense concern for the elderly. We 
have been closely observing, with applause, the legislative 
efforts by this Committee and the Joint Legislative Health 
Care Planning and Oversight Committee to enhance life in its 
final stages for South Carolinians. We are cur·ren t ly 
working with the University of South Carolina College of 
Social Work and the South Carolina Department of Mental 
Health to seek funding for research which will identify both 
the mental health problems of older South Carolinians and 
how to effectively address them. Should the proposed 
research receive funding, it is clear that information will 
be obtained that will be useful in setting policy and in -
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planning for the mental health needs of our elderly 
population. And, among other efforts, we are engaged in 
efforts to provide education, through, for example, training 
activities and workshops, which is intended to enhance the 
caregivers' ability to care more effectively. 
In my brief address to you today, I want to identify and 
highlight one specific issue which is in need of attention 
from this Committee, Drug Abuse Among the Elderly, including 
prescription and over-the-counter medications and alcohol 
abuse. I will close by making some recommendations to the 
Committee. 
Drugs and the Elderly ----
Since the occurence of adverse drug reactions is 
directly related to the number and frequency of drug-dose 
exposures, and since drugs are a very important component of 
the lifestyle of our elderly citizens (indeed they are part 
of a typical approach to health problems), then we can 
presume that the elderly patient, whether an outpatient or 
institutionalized, is unusually prone to adverse drug 
reactions and drug interactions. 
It is necessary to be clear that the point here is not 
to deny the need and value of medication in the lives of 
elderly people. The concern is rather to point out to this 
Committee the need to focus its attention on "drug misuse" 
--- which includes a departure from rational therapeutics, 
/ 
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an unwholesome reliance on drugs as the solution for all 
problems of the elderly patient, and the drug misadventures 
that accompany overutilization of drugs. 
Drug overutilization among the elderly has been 
described as "common and, while unintentional in nearly all 
instances, does occur and occurs frequently." For instance, 
while drugs can ease pain, halt infections, offset 
physiological changes, reduce anxiety, and bring sleep, the 
elderly can develop an almost ritualistic dependence upon 
them. Elderly patients may seek, and receive, refill 
permission long after a rational need for a given drug has 
disappeared. Overuse of over-the-counter remedies~ which 
purportedly provide relief for a great variety of ailments, 
may result in a preoccupation and ~xperimentation with 
medications that may lead th~ elderly person to an 
irrational regimen of drug ingestion. 
Another reason to thoroughly investigate and address the 
pro~lem of drug misuse is that its continuation may be 
unnecessarily costly and, indeed, expensive. The car'e 1 ess 
use of a few dollars' worth of drugs adds to the burden of 
cost borne by state government programs, insurance carriers, 
and by the individual aged citizen and his or her family. 
One conservative estimate places the overuse and 
over-purchase of drugs at about 5~% of the elderly 
consumer's total drug and health product budget. 
Another problem which demands your attention is alcohol 
abuse and alcoholism among the elderly. This is a serious 
public health problem. National and local surveys have -
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found between 2% and 10% of older men to be alcoholics or 
problem drinkers. Studies in nursing homes have estimated 
the prevalence of alcoholism among inhabitants to range from 
25% to as high as 60%. Finally, of all people 65 years of 
age and above who were arrested in the U.S. in 1975, 58.4% 
were arrested for either drunkenness or driving under the 
influence. 
I think·it is clear that the issue of Drug Abuse Among 
the Elderly is prominent and worthy of investigation and 
intervention by this Committee. 
Recommendations ----
<1> While I realize that Committee members are limited 
in their time, I strongly recommend that its representatives 
visit facilities and conduct investigations and hearings to 
learn first-hand about this issue. Similarly, it is 
essential that you continue your "open door" policy so that 
the public and professional sectors alike will be encouraged 
to bring incidents indicating substance abuse to your 
attention. 
(2) This Committee might propose legislation directed 
toward health promotion for elderly which keeps a mindful 
eye on alcohol and ether drug misuse. It might work with 
the local chapters of the National and American Medical 
Associations, the State Gerontological Society, and the 
American Association of Retired Persons toward the design of 
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such legislation. 
(3) In closing, this Committee is encouraged to support 
studies and research on these and related issues for the 
purposes of planning and intervention. I think there is a 
lot of support as well as responsible and innovative 
thinking about both the problems elderly face and how to 
effectively intervene to resolve them that has not yet been 
accessed and that will prove highly useful, particularly in 




Roy L. Ferree 
214 Spring Drive 
Easley, SC 29640 
September 9, 1986 
Ms. Keller Barron 
Joint Legislative Committee on Aging 
P. 0. Box 119867 
Columbia, SC 29211 
Re: Death with Dignity Act 
Dear Ms. Barron: 
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Appendix A 
Since I first corresponded with you, former Rep. Palmer Freeman, Sen. John 
Hayes, Rep. Harriet Keyserling and The Society for the Right to Die 
regarding the new South Carolina Death with Dignity Act (DWDA), a couple of 
significant events have occurred: (1) I have changed positions, being newly 
employed as an Administrator with the Trust Department of South Carolina 
National Bank and (2) THE TRANSCRIPT has recently published a lengthy and 
scholarly two-part article by James L. LeBlanc, Esq. regarding the DWDA and 
its particular difficulties. Further, to the extent that I have had the 
chance to talk to others regarding DWDA, the reaction has generally been 
negative;~·· a recent presentation at the Greenville Estate Planning 
Council. The reaction is not negative regarding the need for such 
legislation; rather it is negative because the DWDA as now drafted is 
confusing and ineffectual. 
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I appreciate your invitation to participate in public discussion of the 
statute; however, because of my recent change of employment, I feel I must 
decline to participate personally. I hope you will accept this letter as 
my contribution. While the DWDA is less likely to affect me in my present 
position, my strong feelings contra DWDA as presently drafted continue. 
Merits aside, the statute is a trap for the unwary and wary alike. I think 
that may be very apparent from reading Mr. LeBlanc's article (THE 
TRANSCRIPT, Vol. 30, Nos. 7, 8, July, August, 1986). While I concur with 
Mr. LeBlanc in his criticisms, some of which are echoed below, there are 
some other weaknesses. 
I have also attached a proposed amended bill. While the proposed bill may 
not be an end-al+ as far as answering questions raised by myself and 
others, its facility is that it is simple and could serve as a new 
beginning. 
I. Operation of the Statute. 
Before I deal with the questions involved, I believe the operation of the 
DWDA should be placed in context. The declaration is supposed to serve as 
the direction of a "declarant" ~/ for the withholding of "life-sustaining 
procedures" 1,/ by a physician !:_/ when the patient is diagnosed as having a 
"terminal condition". ~/ The terminal condition must be confirmed by a 
second physician. 2_/ After "active treatment" of at least six hours 21 the 
physician is supposed to be able to rely on a signed, witnessed and dated 
declaration, executed in conformity with the statute ~/ to withhold -
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treatment. The declaration must be in "substantially" the same "form" as 
the statutory form. 21 If the declarant is institutionalized at the time 
of its execution, one of the witnesses must be an "ombudsman". );Jl/ The 
declaration has no force or effect if the declarant is pregnant. !!/ It 
may be revoked by the declarant "without regard to his physical or mental 
condition". J1/ A physician who relies on a declaration "executed under 
this Act", and of which he has no notice of revocation, is immune to civil 
or criminal liability unless it is alleged and proved he violated "the 
standard of reasonable professional care and judgement under the 
circumstances". 1]/ If a physician fails to effectuate the declaration or 
fails or refuses to make reasonable effort to transfer the patient to 
another physician who will effectuate the declaration, the physician has 
committed "unprofessional c.onduct". 14/ Execution and consummation of a 
"declaration" is not suicide, ]2/ no one can be required to execute a 
declaration, }2/ mercy killing is not authorized, 121 and the absence of a 
declaration does not give rise to any presumption regarding "death 
prolonging procedures". ]!/ If any one knowingly provides (or aids in the 
providing of) any false information "of any nature" relative to a 
declaration, "including but not limited" to the contents, execution or 
revocation, and life-sustaining procedures are withdrawn and a declarant 
dies, the person is guilty of murder. j2/ On the other hand, if the 
patient does not die, such person is responsible for the additional medical 
bills. 1QI Finally, anyone coercing or fraudulently inducing another to 
execute a declaration and the declarant thereafter dies as a result of 
withdrawal of life-sustaining procedures, the person is guilty of murder. 
~/ In a· nutshell, that's what the act provides. If a declaration is to be 
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operative, 22/ what must happen is (1) a declarant must execute a 
declaration in substantially the same form as in the statute; (2) it must 
be witnessed generally by non-relatives, non-physicians and non-nurses, 
non-beneficiaries or non-heirs, non-creditors and non-insurance 
beneficiaries, and before a notary public (one of the witnesses may have to 
be a government official) 23/; (3) the patient must thereafter be diagnosed 
as in a "terminal condition" (" ••• injury, disease or illness from which to 
a reasonable degree of medical certainty (i) there can be no recovery and 
(ii) death is imminent without application of "life-sustaining procedures") 
24/; and (4) the diagnosis must be confirmed by a second, non-attending 
physician. 25/ 
II. Questions raised by the statute (DWDA) are: 
(A) Will the declaration ever be effective? 
(B) Why exclude the opportunity to designate an Attorney-in-Fact? 
(C) Can the physician act in reliance without liability? 
(D) Do we need two new murder statutes? 
(E) Why must it be ineffective in all cases of pregnancy? 
(F) Will the statute affect persons in "persistent vegetative 
state"? 
(G) Custody and delivery - how does the physician find out? 
These questions are dealt with individually below. 
(A) Will the declaration ever be effective? -
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In its efforts to insure that a declarant is not irrevocably 
bound by his or her declaration, the DWDA statute provides that it can be 
revoked "without regard to physical or mental condition".26/ The import 
of that language is significant. While all of us labor under the 
impression that an incompetent or comatose patient, or one in persistent 
vegetative state, cannot revoke a Will, for example, the DWDA introduces a 
new concept of competence and consciousness. While this unfortunate 
language is not uncommon in other right to die legislation, 27/ unlike 
other legislation we do not have guidelines as to when, regardless of this 
language, treatment can be terminated. A review of the Uniform Rights of 
the Terminally-Ill Act (URTIA), promulgated in 1985, the legislation of 
thirteen states which enacted right-to-die legislation in 1985, and the 
1985 revision of the Texas right-to-die statute, 28/ indicates that in each 
of these, despite revocability of a declaration, there is a time when, 
under statutory guidelines, physician diagnosis or by other determination, 
the declarant no longer has the ability to revoke or, on the other 
hand, the declaration is effective as the declarant's last instructions. 
29/ For example, in URTIA, while the revocability survives competency or 
consciousness, 1!}_/ the declaration becomes "operative" when the attending 
physician determines that the declarant is no longer able to make decisions 
regarding administration of life-sustaining treatment. 1!/ The New Hampshire, 
Utah, Colorado, Connecticut, Indiana, and Maryland statutes omit the 
" ••• without regard to physical or mental condition" language 32/; 
the Oklahoma statute makes the declaration effective until revoked 33/; 
the Arizona statute makes the declaration effective if at the time of the 
decision to withhold treatment, the patient lacks capacity 34/; the Iowa, 
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Maine, Missouri, Montana and Texas statutes become effective when the 
patient no longer has the capacity to make treatment decisions 35/; and 
the Tennessee statute is effective during periods when the patient is 
comatose or is otherwise unable to communicate with the physician. 36/ 
The DWDA does not deal with the issue as to when the declaration is 
effective or operative £!• despite revocability, when the patient lacks the 
capacity to participate in medical decisions. Considering the consequences 
of a physician's actions, some reasonable guidelines are needed, and a 
physician is taking a substantial risk by withholding treatment without 
such statutory guidelines. 
(B) Why exclude the opportunity for the declarant to designate an 
Attorney-in-Fact to make decisions? 
Of the thirty-seven states that have enacted right-to-die legislation, ten 
have provisions for consultation with, or designation of someone other 
than the declarant to act in the event of terminal illness, under varying 
circumstances. 37/ Since South Carolina was one of the earlier states to 
adopt a Durable Power of Attorney statute, it seems only reasonable that 
the DWDA incorporate some provisions for designation by a declarant of a 
close family member as Attorney-in-Fact to act on behalf of a 
terminally-ill patient when the patient no longer possesses the capacity 
or capability to act. In the last year, Iowa, Utah, and Texas have pro-
vided for such consultation or designation of someone other than the 
declarant to act. ~/ It is the family members who, in absence of statute 
or declaration, will usually be consulted when the patient is not capable 




It is also these family members who will no longer be consulted under DWDA. 
In my opinion, this is a severe limitation. Whereas, before the statute, 
and in absence of capability of the patient to assist in medical decisions, 
physicians consulted with family members, the DWDA leaves him with only a 
document and one presently with questionable validity. Since I have only 
rarely heard anyone express fear that a physician would unduly prolong 
the life of a terminally-ill patient, 39/ the statute closes off patient 
and physician options in its exclusion of consultation with family 
members. With the exclusion of the Attorney-in-Fact option, and the fore-
closing of consultation with family members, the statute has made the 
terminally-ill patient's choices narrower than they were prior to the DWDA's 
enactment, in my opinion. 
(C) Can the physician act in reliance without liability? 
The physician's immunity from civil and criminal liability centers upon his 
reliance upon a document executed "under the act". 40/ 
However, under Section 4 of the DWDA, he may rely upon a declaration 
subject to certain conditions enumerated in that section. Among them are 
Paragraph 3 of Section 4, which spells out many, but not all, of the 
execution and witness requirements. Does the physician have to investigate 
and determine if the witnesses are proper witnesses? And what does 
"related by blood or marriage" mean? 
There is nothing in DWDA that immunizes the physician for relying on a 
declaration which, upon its face, appears to comply with the act. That is 
/ 
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what the standard should be, absent actual knowledge to the contrary; 
however, the DWDA fails to make that standard clear. 
And why must the witness requirements be a trap for the unwary? Without 
limitations on kinship degree, who can say what "related by blood or 
marriage" really means? The statute does not "eschew obfuscation" in this 
regard. Before the physician acts, in my opinion, he will need legal 
advice, at a very minimum. Perhaps the legislature should consider the 
body of law built up around beneficiaries who witness a Will. 
(D) Do we need two new murder statutes? 
The DWDA has provided us with two new murder statutes in Sections 13A and 
14 of the Act. The former has to do with providing false 
information, or aiding in providing false information, regarding a 
declaration or its contents or a revocation. The latter statute deals with 
coercing or fraudulently inducing someone to execute a declaration. Of 
course, if this is wrongful killing, it should already be part of the 
criminal code. Moreover, these provisions seem to overlook the fact that 
perhaps no physician would or should accept a layman's word for the 
existence of a declaration; he would insist on seeing it and making it part 
of the patient's medical records. Further, in order to ''murder" someone 
by use of a declaration, the "wrong-doer" must (1) secure the medical 
diagnosis of terminal condition (no hope of recovery and death is imminent) 
concurred in by two physicians, (2) arrange for three witnesses and a notary 
to witness the execution, with the incredibly strict standards under DWDA, -
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(3) exhibit the declaration to a physician and get him to terminate treat-
ment, and (4) some how provide false information or coerce or fraudulently 
induce the making of the declaration. Even if that could be done, isn't it 
already wrongful killing or procuring wrongful killing? On the other hand, 
what about a forgery? The statute does not address forgeries. 
(E) Why must the declaration be ineffective in all cases where the 
declarant is pregnant? 
Section 5B of the DWDA renders any declaration ineffective when the 
declarant is pregnant. No explanation of the reasons therefore are 
necessary; however, the provision goes too far. It 
should at least have a proviso that, if in the opinion of a physician 
(or two physicians), maintaining a pregnant patient by life-sustaining 
procedures will not result in a live birth, to a reasonable degree of 
medical certainty, then the declaration should be effective regardless the 
existence of pregnancy. i!/ 
The second paragraph of Section 5B is misplaced. And why would a witness 
serve as a witness if he had to make an affidavit of "disqualification"? 
I do not understand the purpose of the paragraph, and if it has any useful 
purpose, it does not belong in this Section of DWDA. 
(F) Will the statute affect persons in "persistent vegetative state"? 
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Section 11 of the Act indicates that nothing in the DWDA is to be con-
strued to authorize mercy killing, "or to permit any affirmative or 
deliberate act or omission to end life other than to permit the natural 
act of dying". The Uniform Determination of Death Act (UDDA) provides 
that an "individual who has sustained either (1) irreversible cessation 
of circulatory and respiratory functions or (2) irreversible cessation of 
all functions of the entire brain, including the brain stem, is dead." 42/ 
When a person is in a persistent vegetative state, he is not dead under 
UDDA, since persistent vegetative state is neocortical death, or the non-
functioning of the neocortex, not the cessation of function of the entire 
brain. I recite these facts and the 
existence of this unfortunate statute (UDDA) as a background because the 
average citizen believes persistent vegetative state is the clas~ic 
application for right-to-die legislation. In persistent vegetative state, 
death is not necessarily imminent, although it seems reasonable that a 
person in this condition has a shortened life expectancy. 
It was this persistent vegetative state which was the condition of the 
patient in the quinlan 43/ case, to which case we attribute a major impetus 
for right-to-die legislation. In Quinlan, I believe, the patient was 
removed from a respirator. More recently, a New Jersey court has authorized 
the removal of feeding tubes in the Conroy case. 44/ The significance of 
this case is that, whereas in quinlan the patient continued to breathe and 
lived a number of years, in Conroy the patient, although apparently without 




Both Conroy and Quinlan patients involved a persistent vegetative state, 
and the obvious question is what is the difference? We can visualize the 
Quinlan scenario, but what about the Conroy scenario? Would Conroy be 
mercy killing under the DWDA? Life-sustaining procedures, as defined in 
Section 2b of DWDA, would seem to exclude from its definition "nutrition or 
hydration for comfort care or for the alleviation of pain". Would the 
removal of nutrition (feeding tubes) subject a physician to the charge that 
he has undertaken a "deliberate act or omission" precipitating the patient's 
death? 45/ Did the legislature even consider this 
issue? It would appear that a physician who was contemplating removal of 
nutrition or hydration should reconsider his options, since I am of the 
opinion it cannot safely be done under the language of the DWDA. 
Further, even the removal of a respirator may place a physician in jeopardy. 
Since a patient must be diagnosed as being in a terminal condition, which 
means "to a reasonable degree of medical certainty (i) there can be no 
recovery and (ii) death is imminent • ," 46/ could a physician make 
that determination. In retrospect, the quinlan patient lived years without 
the respirator, which negates the "death is imminent" requirement. And, 
if death is indeed imminent what is the justification for discontinuance 
of respirators, or nutrition and hydration. 47/ 
As drafted, the statute make it questionable whether there can be 
termination of life-sustaining procedures for a person in a persistent 
vegetative state. The "death is imminent" 48/ requirement seems a very 
large stumbling block. In any event, a physician would be wise to consider 
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his legal options because he is not clearly immunized from liability if he 
does withdraw life-sustaining procedures. nutrition and/or hydration from 
such a patient. 
III. Proposed Revision of DWDA. 
I have attached hereto. as Exhibit B, a proposed revision of DWDA. I do not 
represent it as without flaw. but its concept is much simpler than the 
present statute. Below is a brief comparison with present provisions: 
Section 1. Same as present 
Section 2. (a) ''Declarant" definition clarified as adult person 
not otherwise incompetent. 
(b) New Definition of Declaration; includes ability 
to use durable power. 
(c) Life-sustaining procedure. Eliminates term 
11nutrition and hydration" in favor of "medical procedures". 
(d) Unchanged from old (c). 
(e) Eliminates "death is imminent" for standard that 
"death will occur". 
Section 3. Sets objective standards for determination to terminate treat-
ment. and eliminates requirement of active treatment since such require-
ment may be futile. Also makes clear that the declarant must cause the 





Section 4. Gives the physician the immunity he should have by permitting 
him to rely on a declaration without inquiry into witness requirements, etc. 
In conjunction with Section 9, it immunizes physician acting in good faith 
without notice of revocation, and does not require him to make factual 
investigation or make legal conclusions. This is the immunity intended, 
but not given under DWDA. 
Section 5. A mandatory form becomes suggested form, as it should be. 
Section 6. Revocation becomes any action by which the declarant 
evidences a change of mind, as it should be. 
Section 7. Ability to name an Attorney-in-Fact to act, with 
requisite provisions immunizing the Attorney-in-Fact and physician. 
Section 8. Changes the old pregnancy provision to one with some 
logical standards. 
Section 9. Physician immunity. See Section 4 above. 
Section 10. Physician transfers unchanged from old Section 8. 
Section 11. Adds provision relating to durable power to old Section 9. 
Section 12. Adds provision relating to durable power to old Section 10. 
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Section 13. Old Section 11, unchanged. 
Section 14. Old Section 12, unchanged, except that "death prolonging 
procedures now becomes "life sustaining procedures", consistent with 
the remainder of DWDA. 
Section 15. Statement of policy of the DWDA, a tool of constructio~The 
only obligation to act under the statute is upon the physician, who is 
immunized. No liability attaches to any other person who acts in good 
faith on the basis of conscience, faith or beliefs, regardless that he 
may be a volunteer or Attorney-in-Fact, even if it thwarts the declarant's 
purpose. No one, other than ~he declarant and the physician, should have 
any legal obligation. In this context, the custody issue is resolved. 
Custody is the declarant's responsibility, and no one else has any 
obligation to do anything regarding a declaration, even if he knows about it. 
Section 16. I feel these are implicit in the proposed revised statute; 
however, since the DWDA is controversial, I felt this should be made clear. 
Section 17. Effective date. 
IV. Summary. 
The statute as it stands is flawed. It does not provide clear guidelines 
for termination of treatment, nor is it reasonably simple to understand 
and put into effect. It may have even created problems where none existed 
before. An effort to amend it to do that which it is intended to do would 
----..... 
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not require significant redrafting, but to be useable it must be amended. 
Until the statute is amended I would be very reluctant to represent that 
a declaration will be effective and perhaps even more reluctant to assume 
responsibility for drafting and supervising the execution thereof. The 
proposed amendment simplifies, and goes some distance toward resolving 
issues. I do not expect it answers all questions, and it is suggested as 
only a starting point. 
I appreciate your invitation to participate ~n the hearings, and regret I 
must decline. I wish your committee success in amending the statute to 
carry out the purpose for which it was enacted. 
Sincerely yours, 
. -· -·-- ~ ...... 
' Roy L. Ferree 
RLF/mh 
Enclosures: 
Exhibit A - Footnotes 





11 The Death with Dignity Act (R360, H.2041, Eff. Mar. 6, 1986), 
- S.C. Acts & Joint Resolutions 
11 Defined in Section 2.a., DWDA. 
31 Id. at Section 2.b. 
~I Id. at Section 2.c. 
51 Id. at Section 2.d. 
&I Id. at Section 3. 
7/ Id. at Section 2.e., 3. 
~I Id. at Section 4, 7. 
21 Id. at Section 5. 
101 Id. at Section 5A. 
111 Id. st Section 5B~ 
111 Id. at Section 6. 
lll Id. at Section 7. 
14/ Id. at Section 8. -- --
l11 Id. at Section 9. 
121 Id. at Section 10. 
!ZI Id. at Section 11. 
18/ Id. at Section 12. Why "death prolonging procedures" is used as 
opposed to "life-sustaining procedures", a defined term, is unexplained. 
121 Id. at Section 13.(A). 
201 Id. at Section 13. (B) 
1!1 Id. at Section 14. 
221 As discussed infra, the declaration may never be effective. See text 
~companying note~- 35, infra. 
23/ An "ombudsman". See DWDA, Section SA, 4, 5. 
-..._ 
24/ DWDA, Section 2.b. 
25/ Id. at Section 3. 
26/ Id. at Section 6. 
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27/ I have used as a principal reference Handbook of 1985 Living Will Laws, 
published by the Society for the Right to Die in 1986. In addition to 
other materials, it contains the text of the Uniform Rights of the 
Terminally-Ill Act, promulgated in 1985, and the text of the enactment 
of thirteen states which adopted "right to die" legislation in 1985, 
and the text of the Texas statute, which was substantially revised in 
1985. 
28/ As reflected in Handbook of 1985 Living Will Laws, supra n.27. 
29/ See, generally, URTIA, Section 3, and the following: 
Arizona. Ariz. Rev. Stat. ann. §36-3205(b) first sentence. 
Colorado. Colo. Rev. Stat. §15-18-104(1), and (b) of the suggested 
form, and §15-18-108, last sentence. 
Connecticut. Publ. Act. No. 85-606, Section 2. 
Indiana. Ind. Code §16-8-11, Section 15. 
Iowa. Iowa Code §144A.3, second sentence. 
Maine. Me. Rev. Stat. Ann. tit. 22, ch. 710a, §2922 and §2925, third 
sentence. 
Maryland. Md. Health General Code Ann. §5-604. 
Missouri. Mo. Rev. Stat. §459.025, second sentence. 
Montana. Mont. Code Ann. §50-9-103(1), second sentence, §50-9-202(1). 
New Hampshire. N.H. Rev.· Stat. Ann. ch. 137-H:3, second sentence. 
Oklahoma. Okla. Stat. tit. 63, §3105. 
Tennessee. Tenn. Code Ann. §32-11-107. 
Utah. Utah Code Ann. §75-2-1104(1) and para. 3 of the statutory form 
and §75-2-1105(b). 
Texas. Tex. Stat. Ann. art. 4590h, Sec. 4A, 4B, and 4C, Sec. 5. 
30/ URTIA, Section 4. 
1!1 Id. at Section 3. 
32/ N. H. Rev. Stat. Ann. ch. 137-H:7; Utah Code Ann. 
75-2-1111; Colo. Rev. Stat. §15-18-109; Conn. Publ. Act. No. 85-606 
makes no mention at all of revocation; Ind. Code §16-8-13; 
and Md. Health General Code Ann. §5-603. 
33/ Okla. Stat. tit. 63, §3105. 
34/ Ariz. Rev. Stat. Ann. §36-3205(b). 
35/ Iowa Code §144A.3(1); Me. Rev. Stat. Ann. tit. 22, ch. 710a, 
§§2922, 2915; Mo. Rev. Stat. §459.025; Mont. Code Ann. 
§50-9-103; and Tex. Stat. Ann. art. 4590h, Section 4A. 
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36/ Tenn Code Ann. §32-11-107. 
37/ Handbook of 1985 Living Will Laws, p. 16. 
38/ Id. 
39/ See, ~· The Physician and the Hopelessly Ill Patient, pp. 12-14. 
The book was also published by the Society for the Right 
to Die, in 1985. I have not undertaken any survey personally. 
40/ DWDA, Section 7. 
41/ The new Colorado statute, for example, provides such a standard. 
Colo. REV. Stat. §15-18-104(2). 
42/ S.C. Code Ann. §44-43-460 (1985 supp.) 
43/ In re Quinlan, 348 A.2d 801 (N.J. Super Ct., Ch. Div. 1975), 
modified and remanded 355 A. 2d 647, cert. den • 429 U.S.922 
(1976). -- --
44/ In re Conroy, 457 A.2d 1232 (Super. Ct., Ch.Div.), rev'd 464 A.2d 303 
(Super Ct., App. Div. 1983), No. A-108 (N.J. Sup.Ct., 
Jan. 17, 1985). 
45/ DWDA, Section 11, prohibiting "mercy killing". 
46/ Id. at Section 2.b. My view that DWDA does nothing for the Quinlan 
type patient seems shared· by the A.B.A. Journal regarding 
URTIA. See Vol 22 A.B.A.J., Sept. 1, 1986 at p.24. 
47/ Handbook of 1985 Living Will Laws, p. 12, reports that the Judicial 
Council of the AMA supports the ethicality of withholding 
nutrition and hydration from irreversibly comatose patients 
even in absence of imminent death. 




PROPOSED REVISED ACT 
Section 1. Short Name 
This act may be cited as the Death With Dignity Act. 
Section 2. Definitions 
As used in this act: 
a. "Declarant" means an adult person not otherwise incompetent who 
has signed a declaration in accordance with Section 5. 
b. "Declaration" means a Declaration of Natural Death in similar 
form as that set out in Section 5 of this Act; provided, however, 
that such declaration may be made a part of a durable Power of 
Attorney under provision of the statutory laws of this State. 
c. "Life-sustaining procedure" means any medical procedure or inter-
vention which would serve only to prolong the dying process and 
where, in the judgment of the attending physician, death will 
occur whether or not such procedures are utilized. Life-
sustaining procedure shall not include the administration of 
medication or the performance of any medical procedure considered 
necessary to provide comfort care and/or alleviation of pain. 
d. "Physician" means any person licensed to practice medicine in 
this State. 
e. "Terminal condition" means a patient who has an incurable injury, 
disease, or illness which is a terminal condition and whose death 
will occur as a result of such incurable injury, disease, or 
illness whether or not life-sustaining procedures are utilized 
and the utilization of life-sustaining procedures would only 
artificially prolong the dying process. 
Section 3. Requirements for Withholding Treatments; Concurrence of Second 
Physician 
If any declarant shall execute a declaration, and, thereafter: 
(1) the declarant is diagnosed to have a terminal condition; 
(2) the declarant will die within a reasonably short period of 
time without the application of life-sustaining procedures; 
(3) the application of such life-sustaining procedures will only 
prolong the declarant's death; 
(4) the declarant is no longer capable of making medical 
decisions;and 
(5) the declarant has, or caused to have, the declaration made 
a part of his medical record; 
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Then the life-sustaining procedures may be withheld at the direction and 
under the supervision of the attending physician. 
The determinations required hereinabove in this Section 3, paragraphs 
(1) through (4), shall be made by the attending physician and confirmed 
by a physician other than the attending physician, and upon such 
determination the declaration shall become operative as the final medical 
direction of a declarant. 
Section 4. Physician Reliance on Declaration 
The attending physician may rely upon a signed, witnessed, and 
dated declaration: 
1. which expresses a desire of the declarant that no life-sustaining 
procedures be used to prolong dying if his condition is terminal; 
and . 
2. which states that the declarant is aware that the declaration 
authorizes a physician to withhold or withdraw life-sustaining 
procedures; and 
3. which has been signed by the declarant in substantial conformity 
with the statutory law governing execution of Wills in this State. 
Section 5. Form of Declaration 
The declaration may be in a form similar in content and import 
to the following: 
"DECLARATION OF A DESIRE FOR A NATURAL DEATH" 
I, , willingly and voluntarily make known my 
desire that my dying be not prolonged under the circumstances set forth 
below, and do hereby declare: 
If at any time I have an incurable injury, disease, or illness certified to 
be a terminal condition by two physicians who have personally examined me, 
one of which is not my attending physician, and the physicians have 
determined that my death will occur whether or not life-sustaining 
procedures are utilized and where the application of life-sustaining 
procedures would serve only to prolong my death, I direct that such 
procedures be withheld or withdrawn, and that I be permitted to die 
naturally with only the administration of medication or the performance of 
any medical procedure necessary to provide me with comfort care and/or 
alleviation of pain. 
In the absence of my ability to give directions regarding the use of such 
life-sustaining procedures, it is my intention that this declaration be 
honored by my family and physicians as the final expression of my legal 
right to refuse medical or surgical treatment and accept the consequences 
from such refusal. 
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I understand the full import of this declaration and I am emotionally and 
mentally competent to make this declaration. 
Signed: 
City, County, and State of Residence 




Section 6. Revocation of Declaration 
The declaration may be revoked by the declarant at any time prior to the 
determination that the declarant is no longer capable of making medical 
decisions, as provided in Section 3 of this Act, without regard to his 
physical or mental condition. Revocation shall be by any means by which 
the declarant evidences intent that a declaration is no longer to be 
effective. 
Section 7. Declaration in Durable Power of Attorney 
Declarant may, in a Durable Power of Attorney under the statutory laws of 
this State, designate some other person as his attorney-in-fact to make 
medical decisions on behalf of the declarant upon the determinations 
provided for in Section 4 of the Act, including the determination to with-
hold or terminate life-sustaining procedures. No act or decision by such 
Attorney-in-Fact made in good faith shall subject him to any civil or 
criminal liability, nor shall reliance on any decision or act by the 
Attorney-in-Fact subject any physician relying thereon in good faith to 
any civil or criminal liability. 
Section 8. Effect of Declaration During Pregnancy 
If a declarant has been diagnosed as pregnant, the declaration shall have 
no force or effect during the course of the declarant's pregnancy unless it 
is determined with a reasonable degree of medical certainty by the 
declarant's attending physician, and confirmed by another physician, that 
the prolongation of declarant's life by the continuation or application of 
life-sustaining procedures will not result in a live birth. 
Section 9. Physician Immunity 
After certification of a terminal condition, a physician who relies on a 
declaration executed under this act, of which he has no actual notice of 
revocation and who withholds life-sustaining procedures from the terminally-
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ill patient who executed the declaration, is presumed to be acting in good 
faith. Unless it is alleged and proved that the physician's action violated 
the standard of reasonable professional care and judgment under the 
circumstances, he shall not be subject to civil or criminal liability. 
Section 10. Physician Failure to Terminate Treatment 
A failure by a physician to effectuate the declaration of a terminal patient 
shall constitute unprofessional conduct if the physician fails or refuses 
to make reasonable efforts to effect the transfer of the patient to another 
physician who will effectuate the declaration. 
Section 11. Declaration not Suicide 
The execution and consummation of declarations made in accordance with 
Section 4, 5, or 7 does not constitute suicide for any purpose. 
Section 12. No Requirement Imposed to Make Declaration 
No person is required to sign a declaration in accordance with Section 4, 
5 or 7 as a condition for becoming insured under any 
insurance contract or for receiving any medical treatment. 
Section 13. Mercy Killing Not Permitted 
Nothing in this act may be construed to authorize or approve mercy killing, 
or to permit any affirmative or deliberate act or omission to end life 
other than to permit the natural process of dying. 
Section 14. No Presumption in Absence of Declaration 
The absence of a declaration by an adult person not otherwise incompetent 
shall not give rise to any presumption as to his or her intent to consent 
or to refuse life-sustaining procedures. 
Section 15. One Original; Safekeeping and Transfer; Construction 
There shall be no more than one original of a declaration. It shall be the 
responsibility of a declarant to safekeep and transfer the document to his 
physician for inclusion in his medical records. No person shall be subject 
to civil or criminal liability for failure to disclose, transfer or safekeep 
such declaration, including an Attorney-in-Fact, it being the policy of this 
Act that a declarant may make such declaration, but no other person, even a 
volunteer, shall have imposed upon him any duty or obligation under this Act 
for which he may, by exercise of conscience, faith and/or beliefs held in 
good faith, later become liable for failure to exercise or carry out such 
obligation or duty. 
Section 16. Consulting Physician's Immunity; Resumption of Treatment 
a. The immunities provided to the attending physician under this Death with 




b. Nothing in this Death with Dignity Act shall be construed to prohibit 
resumption of treatment of a declarant at the discretion of the attending 
physician as circumstances may warrant. 
Section 17. Effective Date 
This act shall take effect upon approval by the Governor. 
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Presentation to the Joint Study Committee on Aging 
October 1, 1986 
Thomas E. Brown, Director 
Office of Program Management 
South Carolina Department of Health and Environmental Control 
Representative Harris and Members of the Committee: 
Thank you for the opportunity to address the study committee at this public 
hearing. My comments will be focused on two issues -- 1) the development a 
new data base for planning services and programs for elderly South Caro-
linians, and 2) the provision of in-home services for the frail, 
non-Medicaid elderly. 
For a number of years, state policy development related to services for the 
elderly has focused on the Community Long Term Care project. From this 
effort, a Medicaid program of in-home services for the severely impaired 
elderly has been established. As we began to plan for health and social 
services for the elderly between now and the year 2,000, a number of 
questions and issues must be addressed. Examples of these questions are: 
1. What are the current levels of health and disability among older South 
Carolinians and how will those levels change over the next 15 years? 
2. What is the current and future relationship between health and disabil-
ity status and the use of medical and social services? 
3. What are the economic resources currently available to older people, 
and how will they change over time? 
4. Will older people be willing and able to pay at least part of the cost 
of health and social services? 
5. How do changes in economic resources lead to application and eligibili-
ty for publicly-funded health and social services programs? 
6. To what extent are older people receiving assistance from informal 
sources such as family, friends, churches, and community organizations? 
7. How will the availability of informal assistance change over the next 
20 years? 
8. Which factors encourage and discourage the use of formal services by 
older people? 
To answer these questions, policymakers and program planners need a compre-
hensive profile of the entire elderly population in South Carolina which 
- .... 
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includes demographic characteristics, functional health and disability 
characteristics, information on available economic resources, and 
information on current and future service needs. A study group composed of 
representatives from the major State agencies which either provide services 
or provide reimbursement for services to the elderly has been looking into 
the availability of data to address these questions. The investigation has 
examined the existing data on populations served by the Commission on Aging, 
DHEC, DSS and the Department of Mental Health, as well as national data on 
the elderly. There has been general agreement that these data are 
inadequate. Development of a longitudinal panel study is being cbnsidered. 
This methodology involves selection of a representative statewide sample of 
the state's elderly, successive surveys every three to four years, and 
development of a longitudinal data base. The method will provide data for 
policy development for the next 15-20 years, during which time the segment 
of our population over 65 years of age will become the largest single age 
group in South Carolina. 
One concern with this approach is the cost of the survey. The estimate of 
the cost for the initial survey is $400,000-$500,000. The cost of future 
surveys will be less due to the high cost of drawing initial survey samples. 
When one considers, however,the large amount of money which is being 
expended and will be expended in the future on services to the elderly, I 
feel that development of this type of data is an absolute necessity. The 
Long Term Care Council is developing a detailed planning document related to 
this survey. It is scheduled for completion in November. I would like to 
encourage the committee's participation in this survey and to request your 
support securing funding to conduct this necessary and valuable policy 
planning activity. 
The second issue which I would like to bring to the committee's attention is 
the need for in-home supportive services for the moderately impaired, 
non-Medicaid-eligible elderly. By moderately impaired I mean individuals 
who have an impairment in activities of daily living or instrumental activi-
ties of daily living but who are not so severely impaired as to qualify for 
skilled or intermediate level of care. Our existing service system for the 
moderately impaired elderly, who are not eligible for Community Long Term, 
is inhibited by inadequate resources and the lack of flexibility to allow 
individuals to participate in the cost of services. The majority of South 
Carolina's elderly have annual incomes between the Supplemental Security 
Income (SSI) level and $15,000. Many of these individuals who are in need 
of in-home supportive services would be willing and capable of paying a 
portion of the cost of services through an organized, state subsidized 
service program. The size of this moderately impaired population is not 
known; however, I would estimate that it is 1-2 times as large as the 
approximately 5,000 individuals receiving services from the Community Long 
Term Care program each year, Incidentally, the size of this population 
could be estimated with great accuracy by the longitudinal survey discussed 
earlier. 
Development of this new system would increase older people's choices about 
in-home services, facilitate their participation in the cost of services, 
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provide preventive services which will delay institutionalization and delay 
spend-down of resources and ultimate conversion to Medicaid. DHEC and the 
Commission of Aging have included funding for in-home supportive services 
for this population in their FY 87-88 budget request. The Commission on 
Aging has requested has an increase from the $250,000 which has been 
provided through the Committee's assistance over the past two years. These 
requests are not duplicative nor would they serve individuals eligible for 
the Community Long Term Care program. Implementation of the in-home 
supportive services program could be coordinated well by DHEC and the 
Commission on Aging. I would like to recommend the Committee's support of 
these two requests. 
Thank you again for the opportunity of discussing these two issues with the 
committee. I look forward to working with the committee during the next 
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